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The New 1945 Edition 
RYPINS 


Medical Licensure Examinations 


The new edition has been drastically revised under the editorial direction of Dr. 
Walter L. Bierring, Secretary of the Federation of State Medical Boards of the United 
States. 

Up to date, this book appears as a composite work of a group of specialists. It pre- 
sents an organized careful review of the principal fields of medicine, simply and clearly, 
for a review reference. 
Of obvious value to the senior student in the final years of medical school, to the 
graduate required to take licensure examinations. Definitely a need to the physician 
in general practice who wishes to review the correlation of general medicine in all its 
parts. 


SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 13 Dallas 1 
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2 More Reasons Why AO TILLYER 
Have the Kdge on Other Designs | : 


Because of the scientific design of Tillyer Ful-Vue Bifocals, two 
very important factors make them outstanding for comfort and visual 
efficiency: the angled segment top, and the feather edge of the rest 
of the segment. 

When seen in cross section, the top of. the Ful-Vue Bifocal seg- 
ment is pitched downward, making the segment top almost invisible ele 
to the eye, and reducing annoying reflections which would ordinarily 
reflect in the eye. 

Except for the top edge, the remainder of the segment is feathered 
so that it is scarcely visible to either the wearer or outside observer. 
This enhancement of appearance assures greater patient satisfaction. 


American & Optical 
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__3 New, Improved Editions 
in the Synoposis Series 


*HARDY’S 2nd Edition SYNOPSIS OF DIAGNOSIS 
OF ACUTE SURGICAL DISEASES OF THE 
ABDOMEN 


Thirty new chapter headings, 150 more pages of text matter, and a wealth of 
new material distinguish this new 2nd edition. The most recent advances in the 
diagnosis of commonly occurring abdominal surgical diseases are included, and 
discussion is practical and detailed. 

by JOHN A. HARDY, El Paso, Texas 

About 500 pages, 100 illustrations. About $6.00 


*CROSSEN & CROSSEN’S 3rd Edition SYNOPSIS OF 
GYNECOLOGY 


Continued study of uterine and ovarian physiology has thrown a flood of light 
on diagnostic and treatment problems. These recent advances are reflected in 
this.new edition. Numerous illustrations as well as notes have been added and 
also a short chapter on medicolegal problems in gynecology. 


by H. S. CROSSEN and R. J. CROSSEN, St. Louis 
132 illustrations, 3 color plates, about 250 pages. About $4.00 


*DODSON’S 4th Edition SYNOPSIS 
OF GENITO-URINARY DISEASES 


Notable among the additions to this revision are those in chemotherapy and 
endocrinology. Penicillin and the sulfa drugs are covered. Endocrine therapy 
of the prostate is discussed. New diagrams and halftones improve the book’s 
pictorial value. 


by AUSTIN I. DODSON, Richmond, Va. 
About 300 pages, 112 illustrations. About $4.00 


READY THIS MONTH! 


The C. V. Mosby Company 
3207 Washington Avenue 
St. Louis 3, Mo. 


Gentlemen: Reserve my copies of the fcllowing Synopsis books -..- 
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as Sunlight 
on Snow Capped Peaks 


Uniformity of Quality in “Purrran Maw” Medical 
Gases is constantly maintained through labora- 
tory control. Insist upon “Puritan Maw”. 


NITROUS OXID « CYCLOPROPANE « ETHYLENE 
OXYGEN «x CARBON DIOXID « HELIUM 


mixtures of 
Helium « Oxygen & Carbon Dioxid * Oxygen 


Guy with CONFIDENCE 


COMPRESSED GAS CORPORATION 


“Puritan Maid" Anesthetic, Resuscitating and Therapeutic Gases 


BALTIMORE BOSTON. ~— CHICAGO. ST. PAUL DETROIT 
CINCINNATI KANSAS CITY ST LOUIS NEW YORK 


Puritan dealers in principal cities 
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THE MEDICAL Uses OF SOAP—By Morris 
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Edited by MORRIS FISHBEIN, M. D. 


Entire First Printing of New 
Lippincott Book Purchased by 


Procter GAMBLE 
for the Medical Profession 


Your Copy is Ready 
and Waiting, Doctor 


May we send it with our compliments? 


FOR the first time in medical literature, there is a com- 
plete and authoritative reference book on the medical 
uses of soap. 

Prepared by distinguished specialists in the field, and 
edited by Morris Fishbein, M.D.—“Medical Uses of Soap” 
was published to sell for $3.00 a copy. But the entire first 
printing has been purchased by Procter & Gamble for com- 
plimentary distribution to the medical profession. 

There is no obligation of any kind. “Medical Uses of 
Soap” is so timely, so forward-looking, and so useful as a 
reference, Procter & Gamble regard it a privilege to be able 
to present copies to doctors who are interested. 

A request on your letterhead is all that’s necessary. Send 
it in today, and receive your complimentary copy of 
“Medical Uses of Soap”. 


Procter & Gamble 


BOX 687, CINCINNATI 1, OH1O 
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“Old Scratch” is the constant tempter 
of the pruritus victim... for it is next 
to impossible to control scratching—so 
often the cause of secondary infection 
—unless an analgesic agent is available 
to relieve the torment of itching. 
*Caligesic’ Analgesic Calamine Oint- 
ment is a greaseless, bland ointment that 
has proved useful in the temporary re- 
lief of pruritus and skin irritations, such 
as those caused by poison ivy, poison 
oak and insect bites. It does not stain the 
skin and can be safely used on children. 


The protective, astringent, anesthetic 
properties of ‘Caligesic’ Ointment arrest 
the desire to scratch and bring prompt, 
soothing relief in the treatment of derma- 


titis venenata, summer prurigo, pruritus 
ani, pruritus scroti and other skin irrita- 
tions and inflammations. 

For external application only, each 
100 Gm. of ‘Caligesic? Ointment con- 
tains: Calamine, 8.00 Gm.; Benzocaine, 
3.00 Gm.; Hexylated Metacresol, 0.05 
Gm. Supplied in 114 ounce tubes. 

Sharp & Dohme, Philadelphia 1, Pa. 


Analgesic Calamine Ointment 
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SIMILAC 


SIMILAR TO HUMAN MILK 


A powdered, modified milk product especially pre- 

pared for infant feeding, made from tuberculin tested Try, 
cow’s milk (casein modified) from which part of the een 
butterfat is removed and to which has been added comme 
lactose, olive oil, coconut oil, corn oil, and fish 

liver oil concentrate. 


Similac provides breast milk proportions of fat, pro- 
tein, carbohydrate and minerals, in forms that are 
physically and metabolically suited to the infant’s 


requirements. Similac dependably nourishes — from 


birth until weanin g. 


One level tablespoon of Similac powder added to two 
ounces of water makes two fluid ounces of Similac. 
This is the normal mixture and the caloric value is 


approximately 20 calories per fluid ounce. 


M & R DIETETIC LABORATORIES, INC., Columbus 16, Ohio 
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cant... 


just plain won’t—drink milk in sufficient quantity 
to meet their calcium requirements, that nutritive 
prophylaxis is frequently indicated. For simple 
routine to assure cdequate intake of calcium, 


phosphorus and vitamin D, prescribe 2 capsules 


..0r just won't 


of Squibb Dicalcium Phosphate with Viosterol 
t.i.d. in conjunction with dietary adjustment. 
This recommended dosage supplies a total of 7.8 
grains of calcium (in itself about one-half the 
total daily requirement) and an adequate amount 


of vitamin D to assure its utilization. 


WITH VIOSTEROL 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 


SQUIBB 


1858 
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Air-borne grass and ragweed pollen grains are readying 
right now for their annual invasion. From the moment 
they take off until the first frost, besieged hay-fever 

sufferers will be scurrying to your office seeking—expect- 
ing—prompt, symptomatic relief. Fortunately, in the 
majority of these cases you can provide this felief effec- 
tively and inexpensively by specifying Abbott Council- 
Accepted Ephedrine Products. The wide variety of these 
products meets practically every need. Why not make it 
a special point to prescribe the Abbott brand by name... 
then you will be certain that your patients always receive 
preparations that conform to the most rigid standards of 
purity and potency . . . preparations that are sold in 
strictly ethical manner. Abbott Ephedrine Products are 
available through prescription pharmacies everywhere. 
Laporatories, North Chicago, Illinois 


CAPSULES EPHEDRINE HYDROCHLORIDE 
% gr. (0.025 Gm.) 


CAPSULES EPHEDRINE SULFATE 
¥% gr. (0.025 Gm.) —*4 gr. (0.05 Gm.) 


SOLUTION EPHEDRINE HYDROCHLORIDE & SULFATE 3% 
l-ounce and 1-pint bottles. 
SYRUP EPHEDRINE HYDROCHLORIDE 
Each fluidram contains % gr. Ephedrine Hydrochloride. 
4-ounce, |-pint and 1-gallon bottles. 
SYRUP EPHEDRINE HYDROCHLORIDE (Double Str.) 


Each fluidram contains 4 gr. Ephedrine Hydrochloride. 
4-ounce, ]-pint and 1-gallon bottles. 
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PEPTIC ULCER 
MANAGEMENT 


Knox Gelatine is successfully used in the frequent be- 
tween-meal feedings that are often desirable in the 
management of peptic ulcer. 


Given at hourly intervals, Knox Gelatine has provided a 
satisfactory control of the gastric secretions and gives 
relief from the painful symptoms. 


A Special Ulcer Diet described in the Knox booklet, 
“Peptic Ulcer Dietary,”’ has been prescribed by many 
physicians. It is a complete diet ... bland and liberal in 
calories and protein. We will be happy to send you as 
many copies of it as you wish. 


FOR THE FREE Special Ulcer Diet, “Peptic Ul- 
cer Dietary” leaflet and other special diet 
booklets, clip and send this coupon. 


KNOX GELATINE 


IS PLAIN, UNFLAVORED GELATINE ... ALL PROTEIN, NO SUGAR 
Knox [Products Keep Pace Through Laboratory and Clinical Research 


tary requ: 
N. ¥., De tre. 
No. Copies Desired ae 
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An Official U.S. P. Antimalarial 


For Civilian Use 


TOTAQUINE 


TAQUINE Merck, U.S.P. XII, is a 
mixture of alkaloids from the bark of 
Cinchona succirubra Pavon and other suit- 
able species of Cinchona. It contains not 
less than 7 per cent and not more than 12 
per cent of anhydrous quinine, and a total 
of not less than 70 per cent and not more 
than 80 per cent of the anhydrous crystal- 
‘izable Cinchona alkaloids. 
e e e 


Physicians accustomed to the pure white 
appearance of Quinine powder need not be 
disturbed by the color of Totaquine, as this 
has no bearing on the therapeutic proper- 
ties of the drug. Totaquine powder may 
vary somewhat in color, but is generally 
pale brown. Totaquine is odorless and has 
a bitter taste. It is practically insoluble in 
water, but is readily soluble in dilute min- 
eral acids. It is neither hygroscopic nor efflo- 
rescent. The incompatibilities of Totaquine 
are similar to those of Quinine Sulfate, 
but Totaquine is not incompatible with 


Merek 


alkali, calcium or magnesium carbonates, 
or their oxides, or hydroxides. 
e e 

Totaquine Merck, U.S.P. XII, is available in 
powder form for prescription purposes. It is 
also available in tablet and other pharmaceu- 
tical forms, ready for immediate dispensing, 
under the labels of leading pharmaceutical 
manufacturers. 


. FINE CHEMICALS FOR THE 
ma PROFESSIONS AND INDUSTRY SINCE 1218 
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MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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Specific Achion 


DOSAGE 


One or two 1! gr. tab- 
lets t.i. d. Supplied in 
boxes of 100 sanitaped 
1'> gr. tablets. Avail- 
able on prescription 
thru all pharmacies. 


TO PROMOTE FAT DIGESTION 


When fat digestion is impaired due to deficient bile secretion, and 
when fatty foods prove intolerable in the absence of gallbladder 
involvement, Degalol—the original, chemically pure deoxycholic acid 
—offers noteworthy advantages. 


A constituent of human bile, it is the fraction chiefly concerned with 
fat emulsification, promoting the digestion and absorption of ingested 
food fats and the utilization of the fat-soluble vitamins. 


In the dosage required, Degalol exerts little or no choleretic influ- 
ence. Thus it proves superior to ordinary bile salts which not only 
are less potent in their influence on fat emulsification, but—since they 
are required in higher dosage—produce side actions which are fre- 
quently undesirable. The powerful choleretic influence of the bile 
salts, for instance, is definitely to be avoided in catarrhal jaundice, 
though fat digestion and vitamin absorption are to be enhanced. 


When fatty foods lead to postprandial distress and epigastric pain, 
Degalol frequently proves specific. In suspected or frank deficiency 
of fat-soluble vitamins: D, E and K and carotene, the administration 
of Degalol together with the vitamins is indicated. 


US PAT. OFF. 


CHEMICALLY PURE DEOXYCHOLIC ACID 


Riedel - de Haen, Inc. - New York 13, N. Y. 
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Diaper rash protection 


Dermatologists and pediatricians have learned 
one thing from industry>the efficacy of protective ointments 
in preventing industrial dermatitis. By applying a protective 
ointment before contact with irritating substances, the worker 
has been able to prevent disabling dermatoses. 

The same plan is effective in avoiding diaper rash. If 
baby’s buttocks are anointed with “Borofax’ borated ointment 
at each diaper change, irritation from soiled, urine-soaked 
diapers will be largely avoided and danger of infection lessened. 

‘Borofax’, containing 10% boric acid in a bland emollient 
base, is highly effective in relieving the discomfort of an already 
established skin irritation. 

Issued in collapsible tubes of 34 and 134 ounces. 


“Borofax’ reg. trademark 


Ideal for baby’s tender skin 13 orofax 


BORATED OINTMENT 


4 


BURROUGHS WELLCOME « CO. (U.S. A.) INC., 9-11 East 41st Street, New York 17, N.Y. 
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Not to be confused with streptococcic 
erysipelas, this extremely painful, and 
sometimes even fatal infection is caused by 
Erysipelothrix rhusiopathiae. It is ob- 
served rather frequently among those 
brought into contact with animals and fish. 
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Veterinarians, slaughterhouse-workers, 
butchers, farmers, bone-button makers, 


fish-handlers and cooks are most likely to 


contract the condition, which usually starts 
as an erythema at the site of primary in- 
fection, notably the fingers. 


Yow TOLERATED TREATMENT 
warn Concentrated ANTI-ERYSIPELOID SERUM, 


(PITMAN- MOORE) 


‘Sie the disease in animals responds to sero- 


HOW SUPPLIED 


Pitman-Moore Concentrated 
Anti-Erysipeloid Serum is 
available in 10 cc. vials. Two 
to five cc. is usually ade- 
quate for the initial dose. In 
some instances repeated or 
increased dosage will not be 
necessary. 


therapy, the unrefined anti-swine erysipelas 

serum was employed in human cases, with 

much success. However, this unconcentrated serum, in 
effective dosage, leads rather frequently to anaphylaxis 
and serum reactions. 


REDUCED REACTIONS—To minimize this objection, Pitman- 
Moore Laboratories have developed a concentrated and 
refined anti-serum for human use, in which the volume is 
reduced as much as 80%. 


Complete information to physicians on request. 
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SAFE ¢ Four years of intensive clinical research, with more than 1,400 published cases, have 
established Demerol analgesia in labor as a safe procedure.. Demerol analgesia is harmless 
to mother and baby. It does not weaken uterine contractions or lengthen labor. There are no 
post-partum complications due to the drug. 


SIMPLE AND EFFECTIVE © Demerol hydrochloride is administered orally or by intramuscular 
injection. Average dose: 100 mg., when the pains become regular, repeated three or four 
times at intervals of from 1 to 4 hours. In analgesic power Demerol hydrochloride ranks 
between morphine and codeine; it also has a spasmolytic effect comparable with that of atro- 
pine, as well as a sedative action. It may also be used in conjunction with scopolamine or 
barbiturates for amnesia. 


Trademark Reg. U. S. Pat. Off. & Canada 
HYDROCHLORIDE 


BRAND OF MEPERIDINE HYDROCHLORIDE 


(lsonipecaine) 
LATIONS OF THE FEDERAL BUREAU OF NARCOTICS 


CHEMICAL COMPANY, 
WINDSOR, ONT. 
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“The purpose of therapy is to achieve an adequate concen- 
tration of sulfonamide where it will do the most good.”} 


For effective and unusually safe local chemotherapy in oropharyngeal 
infections — 


GUM" 


Even a single tablet chewed for one-half 
to one hour provides a high salivary con- 
centration (average 70 mg. per cent) of 
locally active sulfathiazole that is main- 
tained in immediate contact with in- 
fected oropharyngeal areas throughout 
the period of chewing. Moreover, 
resultant blood levels of the drug, even 
with maximal dosage, are so low (rarely 
reaching 0.5 to 1 mg. per cent) that 
systemic toxic reactions are virtually ob- 
viated. 


INDICATIONS: Local treat- 
ment of sulfonamide-suscep- 
tible infections of oropharyn- 
geal areas: 

a. acute tonsillitis «ad pharyn- 
gitis; 

b. septic sore throat; 


¢c. infectious gingivitis and stomatitis; 

d. Vincent's angina. 

Also indicated in the prevention of local 
infections secondary to oral and pharyn- 
geal surgery. 

DOSAGE: One tablet chewed for one-half 
to one hour at intervals of one to four hours 
depending upon the severity of the condi- 
tion. 

Available in packages of 24 tablets, sani- 
taped, in slip-sleeve prescription boxes. 


IMPORTANT: Please note 
that your patient requires 
your prescription to obtain 
this product from the phar- 
macist. 

+tMaver, Jr., S.: Clinical Use of 
the Sulfonamides, Western J. of 


$.0.&G., 52:213-217 (May)1944. 


*A product of 
WHITE LABORATORIES, INC. 
Pharmaceutical Manufacturers 


NEWARK 2, NEW JERSEY 
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The tremendous number of cases of arth- 
ritis, published and unpublished, treated 
with Ertron, testify as to its safety in 
clinical practice. 


Occasionally symptoms of over-dosage 
present themselves, but these are usually 
of a mild nature and are promptly 
alleviated on lowering the dosage. 
Usually the dosage may be gradually 


increased until the optimum level is 
again being employed. 

The safety of Ertron is one of the 
important factors distinguishing it 
from products containing toxic sterols. 


The Whittier Process of electrical acti- 


July 1945 


vation of vaporized ergosterol, 
with careful laboratory control 
a uniform product of uniform 
therapeutic efficacy. 
Ertron alone—and no other a 
contains electrically activated vagy 
ergosterol (Whittier Process). 


ERTRONIZE THE ARTHRI 


Ertronize Means: Employ Ertrom 
adequate daily dosage over a sufi 
long period to produce optimal 

Gradually increase the dosage 
recommended or to the tolerationm 
Maintain this dosage until 2a 
improvement occurs. 


Supplied in bottles of 50, 100 and 500 capsules 
Parenteral for Supplementary Intramuscular Injection 


ETHICALLY PROMOTED 


NUTRITION 


RESEARCH LABORATORIES - 


CHICAG 


Ertron is the registered trai 
of Nutrition Research Labow 


Views of the left hand of aim 
aged 52 years; illustrating ana 
rheumatoid arthritis; duration ota 
10 years; occupation, typist 
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present, the subnutritional 
tissues is well shown by fitiamm 


4 
16 
: 
: 
Ay 
Oy 
he 
; 
1 
1 
: 
planges 
. 
blien an 
Fie os ; larticul: 


Beary growth of fibrous tissue. General 


Vol. 38 No. 7 SOUTHERN MEDICAL JOURNAL 17 


Arthritis 


d like skin with almost complete 
t of the palmar lines. The terminal 
pBlanges show a reddish discoloration of 
ulnar surface. Certain of the joints are 
pilen and discolored, a result of early 
larticular inflammation and then sec- 


p i: feet, ankles, knees and elbows. 
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a New | product 
CONJUGATED ESTROGENS 


ly occurring - Orally active 
Well toleyated - Small dosage 
Supplied in bottles of 100 and 1000 tablets. « 


Each tablet contains 0.625. mg. conjugated 
__ estrogens, expressed as sodium estrone sulfate. 


WYETH INCORPORATED +> PHILADELPHIA 3 PA. 


18 
REG. U. S. PAT. OFF. 
for menopausal serenity 
& 
: 
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has confirmed 


the superiority of natural estrogens. Safe 
and consistently non-toxic in therapeutic 
doses, they may be prescribed or 
administered with the confident 
knowledge that they will never produce 
unpleasant side reactions. 


PRO GYNON preparations 


— foremost among natural follicular 
hormone derivatives — are unique in 
smoothing the course of the menopause 
and producing a sense of well-being. 


PROGYNON-B and PROGYNON-DP 


for intramuscular injection. 


PROGYNON-DH for oral therapy and 
topical application. 


TRADE-MARKS PROGYNON-B, PROCYNON-DH 
AND PROGYNON-DP—REC. U. S. PAT. OFF. 
COPYRIGHT 1945 BY SCHERING CORPORATION 


Schering CORPORATION + BLOOMFIELD, N. J. 
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Vitamin deficiencies create a negative health balance and the 
physician seeks to overcome this deficit. ‘Tabloid’ Yeast Con- 

_‘centrate, derived from brewers’ yeast, supplies the entire natural 
B complex including the recognized as well as the lesser-known 
B components, thus settling this nutritional debt. 

_ “Tabloid’ Yeast Concentrate contains neither active enzymes 
nor live yeast cells, which are possible sources of intestinal 
fermentation, gaseous distention, and abdominal discomfort. 
Indicated both prophylactically and therapeutically for B com- 
plex deficiencies, ‘Tabloid’ Yeast Concentrate provides a dietary 
adjunct for patients during pregnancy, lactation, convalescence 
and wasting illnesses, and a supplement for children’s diets. 


‘TABLOID’ YEAST CONCENTRATE 


Preparation: ‘Tabloid’ Yeast Concentrate, gr. 4 (0.26 gm.) Sugar coated. Bottles of 
100 and 500. Dosage: Depending on the degree of Vitamin B complex deficiency— 


1-3: t. i. di, ac. ‘Tabloid’ Registered Trademark 
BURROUGHS WELLCOME & Co. (U.S.A.) INC., 9 & 11 E. 41st St., New York 17, N. Y. 
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tablets 
For the Male Climacteric 


and Hypogonadism ap 


In Gynecology for the Control of 
Functional Uterine Bleeding and for 
otherwise Intractable Dysmenorrhea and 
Premenstrual Tension. 


In Obstetrics for the Suppression of 
Lactation and for the Relief of 
Breast Engorgement. 


Oreton-M Tablets of 10 MG., Packed in 
boxes of 15, 30 and 100. 


TRADE-MAKK ORETON-M—KEG. U. S. PAT. OFF, 
COPYHIGHT 1945 BY SCHERING CORPORATION 


Schering CORPORATION + BLOOMFIELD, N. J. 
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PYRIDIUM 


REG. U. S. PAT. OFF. 


affords several distinct advantages 


Pyridium is convenient to administer. No laboratory service in urogenital infections | 
control, accessory medication, or other special 


measures are necessary for effective Pyridium therapy. p Y R | D | (| M 
( \ 


LACK OF TOXICITY 
Therapeutic doses of Pyridium may be administered 
with complete safety throughout the course of 
hriti d hritis. yridium ts e Unite 
cystitis, pyelonephritis, prostatitis and urethritis of the 


| Product Manufactured by 4 

Prompt, gratifying relief of distressing urinary symp- 
toms is the characteristic response to Pyridium 


pyridine mono-hydrochloride) 


the Victory 
nth Wor Bond 


$5 23 
en time is at a premium 
therapy. 
MERCK & CO., Inc. Manufaclaring Chemists RAHWAY, N.J. 
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NO.9 OF A StRIES * +> * “PREMARIN” THERAPY AT THE MENOPAUSE 


Menopausal patients who join the “gone-for-the- HIGHLY POTENT 
ORALLY ACTIVE 
summer army” present a problem . . . for without NATURALLY OCCURRING 
ESSENTIALLY SAFE 
WATER SOLUBLE 
rence of symptoms. For such patients, “” Premarin” WELL TOLERATED 
IMPARTS A FEELING OF WELL-BEING 


proper treatment many may experience a recur- 


provides an essentially-safe and effective solu- 


tion to the problem of safeguarding the patient's 


welfare by “remote control.” Your menopausal 
patient may be “gone for the summer”. . . but 


she remains under your care. 


Now available in 2 potencies: Reg. U.S. Pat. OF. 
No. 866: Bottles of 20, 100 and 1000 Tablets Tablets 


No. 867 (Half-Strength): Bottles of 100 and 1000 Tablets CONJUGATED ESTROGENS ( equine) 


AYERST, McKENNA & HARRISON LIMITED...Rouses Point, N.Y., New York 16, N.Y., Montreal, Canade 
(U.S. Executive Offices) 
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pared.1 fl. oz. Biolac to 14% fl: 
water per pound of body weight. 
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Even under the handicaps of travel or vacation accommo- 
dations, a mother can easily prepare a safe formula for her 
infant... by just adding cooled boiled water to Biolac 

according to the physician’s directions. The simplicity of 
preparation (dilution only) minimizes possibilities of formula 
contamination even under adverse conditions. 

In addition to safety and simplicity of preparation, Biolac 
formulas provide complete nutrition when supplemented 
with vitamin C. No chance omission of needed vitamins, 
carbohydrates or iron can occur. Biolac simply and safely 
affords nutritional elements for optimum health. 
BORDEN’S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE - + NEW YORK 17, N.Y. 


Biolac 


“BABY TALK” FOR A GOOD SQUARE MEAL 
Biolac is a liquid modified milk, prepared from whole and skim milk, 
with added lactose, and fortified with vitamin B;, concentrate of vitamins 
A and D from cod liver oil, and tron citrate. Evaporated, homogenized, 
and sterilized. Biolac is available in 13 fl. oz. cans at all drug stores. 
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COMBINED ANDROGENIC THERAPY 


(PER ORAL AND PARENTERAL) 


h 


‘Accumulating clinical reports show that prompt results ore 
achieved — in both the male and female — when androgenic — 
therapy is initiated with PERANDREN*, ond then followed © 
with METANDREN® Tablets. Both ihiramuscular and oral forms 
contain the most effective androgenic substances known, and . 


if desired may be used interchangeably in most indications. 
Common Indications for Androgenic Therapy: Impotence, 
_. Hypogonadism, Eunuchism, Angina pectoris — Menorrhagio, © 
Metrorchagia, Menopause, Dysmenorrhec. 
PERANDREN {festosterone propionate) and METANDREN 
(methyl-testosterone) have all the advantages of the natural 
ticular hormone, testosterone. 


*Trode Marks Reg. U. Pat. OF. 
PERANDREN: in ampuls of 1 cx. containing 5 mg., and 25 wg. 
METANDREN: in tablets of 10 mg. scored. 


CIBA PHARMACEUTICAL PRODUCTS, INC: * SUMMIT, NEW JERSEY 
.1N CANADA, CIBA COMPANY LIMITED MONTREAL 
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Mucilose, a highly purified hemicellulose which provides greater bulk from 
smaller doses at lower cost. Published data* show that Mucilose yields much 
more bulk than other well-known psyllium-base products. Doses are corre- 
spondingly smaller, and savings in cost to the patient average 65%. 


Mucilose 
Highly Purified Hemicellulose 


FOR INTESTINAL BULK 


SUPPLIED in 4-oz bottles and 
1G6-oz. containers. Also avail- 
able as Mucilose Granules, a 
dosage form preferred by 
some patients. 


DETROIT 31, MICHIGAN 


NEW YORK KANSAS CITY SAN FRANCISCO WINDSOR, ONTARIO 
SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 


FACTS ABOUT MUCILOSE 


MUCILOSE is a hydrophilic vegetable colloid INDICATED in the treatment of both spastic 
composed of the highly purified hemicellulose and atonic constipation, and as an adjunct to 
of Plantago loeflingii. - dietary measures for the control of constipation 


in aged, convalescent and pregnant patients. 
LUBRICATING BULK is provided by the absorp- DOSAGE: 1 or 2 teaspoonfuls in a glass of 


tion of approximately 50 parts of water to pro- —_ water, milk, or fruit juice once or twice daily, 
duce a colloidal gel. followed immediately by another glass of liquid. 

It may also be placed on the tongue and 
BLAND, hypoallergenic, and free from irritants, | washed down, or it may be eaten with other 
it is also non-digestible, non-absorbable, and _— foods. Ample fluid intake is advisable to assure 
chemically inert in the digestive tract. maximum bulk formation. 


*Gray, H. and Tainter, M. L.; Am. J. Digest. Dis. 8:130, 1941. TRADE MARK MUCILOSE—REG. U.S. PAT. OFF. 
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MI AXIMUM patient cooperation in intestinal bulk therapy is assured by 
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METAMUCIL 


provides Smoothage in the treatment of 
constipation, protects the intestinal mucosa, 
induces a gentle, physiologic action. 


ACCEPTED 


MERIC, 
ASSN. 


Metamucil is the highly refined, non-irritating extract of a seed of the 
psyllium group, Plantago ovata (50%), combined with dextrose (50%). Metamucil 
is the registered trademark of G. D. Searle & Co., Chicago 80, Illinois. 
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PENICILLIN 


Product of nature uncontrolled... 


PENICILLIN SCHENLEY 


Product of nature precision-controlled 


Tue production of pyrogen-free penicillin for the 
medical profession today is dependent upon the 
most rigid control science can devise. 

Precision control at every step in the production 
of Penicillin Schenley insures unvarying purity of 
product . . . and means you can specify Penicillin 
Schenley with utmost confidence. 


SCHENLEY LABORATORIES, INC. 


Producers of PENICILLIN Schenley * Executive Offices: 350 Fifth Avenue, N. Y. C. 
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| clinical studies of thyroid therapy emphasize clearly: 
(a) The importance of uniform potency in thyroid medication 


(b) Necessary compensation for the increased requirements of 
certain B vitamins, due to increased metabolism 


THYROBEX 


*McNEIL’ 


—combining Thyroid Duo-sayed and att the complementary 
factors of vitamin B complex as supplied by brewers’ yeast — 
presents a formula to meet this clinical need. 


Each Thyrobex capsule contains: 


Thyroid Duo-saved 
Thiamine Hydrochloride 
Riboflavin, 


Thyroid Duo-sayed has dependable, uniform potency. Each lot 
must meet the U.S.P. test for total iodine content and the 
British Pharmacopoeia test for thyroxin content—a double assay 
which avoids variabilities. 


SUPPLIED IN BOTTLES OF 100, 500, 1000 CAPSULES 
Literature and trial supply available on request 
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Indicated therapy in Sequelae of 
Epidemic Encephalitis 


Pills Stramonium (Daves, Rose) 
2% grains 


Physicians in private practice as well as in neurological clinics have widely 
prescribed these pills since 1929, and their continued interest in and use 
of them point to the serviceability of this therapy. 


Stramonium Pills (Davies, Rose) exhibit in each pill 244 grains of 
alkaloidally standardized Stramonium (powdered dried leaf and flower- 


ing top of Datura Stramonium, U. S. P.), equivalent to 25 minims 
(1.54 c. c.) of Tincture U. S. P. 


As a reassurance of the activity of the finished pills, they, too, are alka- 
loidally assayed, thus establishing as far as possible uniformity and de- 
pendability. 


A package for clinical trial and literature mailed free of charge upon 
request. 


Davies, Rose & Company, Limited 


Manufacturing Chemists Boston 18, Massachusetts 
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Common sulfonamide ointments may infect the 
tissues they should protect. For sulfonamide 
compounds are bacteriostatic, not bactericidal 
—and therefore are not self-sterilizing. 

Self-Sterilizing Sulfathic- 
zole Ointment is outstanding in the field of local 
sulfonamide therapy because it is self-sterilic- 
ing against Streptococcus kemolyticus, Staphy- 
lococcus aureus, Escherichia coli, Clostridium: 
welchii, Clostridium tetani, and other patho- 
genic contaminants. 

‘SuLFATHIADOX’ Self-Sterilizing Sulfathia- 


zole Ointment provides 5% microcrystalline su!- 


*Trademark Reg. U. S. Pat. Off. 


fathiazole; bactericidal, oxygen-liberating urea 
peroxide, 1%; and the potent, antifungal preserv- 
ative chlorobutanol, 0.5%, in a washable, water- 
miscible, oil-in-water base. 

In the treatment of impetigo and other 
cutaneous infections, traumatic skin lesions and 
infected burns, ‘SutFaTHiapox’ Self-Sterilizing 
Sulfathiazole Cintmext o%ers maximum effec- 
tiveness free frorm danger cf bacterial contami- 
nation. Supplied in l-ounce tubes and ia 1-Ib. 
and 5-1). jars. 

WILLIAM R. WARNER & CO., INC. 
113 West 10th Street, New York 11, N.Y. 
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MLUSTRATION BY ANTON CTTO FISCHER 


Gonrpon morrett was born to the sea. His great-grandfather had shipped in 1852, and 
succeeding generations, each in its own time, had followed the pattern thus established. 
Now young Gordon is about to embark on his first voyage . . . and engage in a calling to 
which he will devote the remaining years of his life. 


Just as the following of the sea is traditional with the Moffetts, so also is the production 
of medicinal agents the life work of the Lilly family. The small laboratory established in 1876 
has grown to vast proportions. The ethical principles cherished 


by the founder have been engendered into the fourth generation. Lilly 


<p 


SAFE SEDATION, 


Qebenalalle Rybrosi Prominent among the barbituric acid 


derivatives favorably received by the med- 
ical profession are ‘Amytal’ (Iso-amyl Ethyl Barbituric Acid, Lilly), sedative and hypnotic; ‘Seconal 
Sodium’ (Sodium Propyl-methyl-carbiny! Allyl Barbiturate, Lilly), a quick-acting hypnotic of short dura- 
tion; and ‘Sodium Amytal’ (Sodium Iso-amy! Ethyl Barbiturate, Lilly), hypnotic and anticonvulsant. 
‘Amytal’ has a selective depressant action on the cerebral cortex, without demonstrable evidence of 
peripheral neuromuscular depression in the diaphragm. ‘Sodium Amytal’ is more rapid in action but of 
shorter duration than ‘Amytal.’ ‘Seconal Sodium’ is a short-acting barbituric acid derivative producing 


prompt effect and is relatively nontoxic within the latitude of therapeutic requirements. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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In these periods of active skeletal 

growth when rickets, dental caries 

and osteoporosis are most apt to occur, 
pediatricians and general practitioners find 


the antirachitic properties 
of vitamin D extremely necessary. 


OR 


TRADE MARK 


provides a new effectiveness, a great convenience and an appreciable 
economy in vitamin D administration. 


Ouly one capsule required cach month 


Each capsule of Infron Pediatric contains 100,000 U.S. P. units of elec- 
trically activated vaporized ergosterol (Whittier Process) — highly purified 
and specially adapted for this use. 


INFRON PEDIATRIC is non-toxic and clinically effective, as shown in the 
published work of Wolf, Rambar, Hardy and Fishbein. 


INFRON PEDIATRIC is readily miscible with the feeding formula, milk, 
fruit juices or water—can also be spread on. cereal. 


Supplied in packages of 6 capsules—sufficient dosage for 6 months. 


Available at prescription pharmacies ° Ethically Promoted 


NUTRITION RESEARCH LABORATORIES » CHICAGO 


References 

Rambar, A. C., Hardy, L. M. and Fishbein, W. I.: J. Ped. 23:31-38 (Juiy) 1943 
Wolf, I. J.: J. Ped. 22:707-718 (June) 1943 

Wolf, I. J.: J. Ped. 22:396-417 (April) 1943 

Wolf, I. J.: J. Med. Soc. New Jersey, 38:436 (September) 1941 
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The Special Liver Fraction used as the base of Beta-Concemin provides 
the complete B complex. 

This has been demonstrated in experiments where chicks fed a diet 
supplemented with the Beta-Concemin Liver Fraction develop optimum 
feather growth, whereas those fed a diet supposedly adequate in all 
known vitamins do not feather normally. 

Moreover, this Liver Fraction has a favorable effect-on growth, mor- 
tality and hemoglobin formation in the laboratory animal. 


BETA-CONCEMIN 


Brand of Vitamin B Complex 


Contains the COMPLETE B Complex 


Delicious, fruity ELIXIR BETA-CONCEMIN is supplied in 4-0z., 12-0z. and 
gallon bottles—average dosage is 2 or 3 teaspoonfuls daily. Convenient 
BETA-CONCEMIN TABLETS are supplied in 100’s and 1000’s—average dos- 
age is 2 or 3 tablets daily. CAPSULES BETA-CONCEMIN WITH FERROUS SUL- 
FATE, expressly designed for treatment of iron-deficiency anemias, are 
also available in 100’s and 1000’s—average dosage is 4 to 6 capsules daily. 


Trademark ‘‘Beta-Concemin” 
Reg. U. S. Pat. Off. 
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... an important attribute of 


N addition to greater clinical effective- 
ness, the fundamental quality which 
distinguishes a few therapeutic agents 
from all others is the important attribute 


of low toxicity. Reg. U. S. Pat. Of 

As a result of a number of authoritative (Methenamine Mandelate) 
clinical studies, it has been definitely con- 
firmed that Mandelamine—regardless of 
how long its use is continued—produces 
none of the toxic effects which limited the 
usefulness of the older drugs from which 
it is derived. From these observations, it 
is evident that Mandelamine may be con- 
fidently administered in therapeutic dos- 
age throughout the course of common 
urogenital infections, virtually without 
consideration of toxic effects. 

This remarkable lack of toxicity facili- 
tates therapy and eliminates the necessity 
for careful selection of patients. Its safety lied i 
and facility of therapy make Mandela- teric coated tablets of 0.2 . 
_mine especially suitable for administra- 
tion to children, during pregnancy, and in bottles of 500 and 1000. 
stubborn or inoperable cases where thera- 
py is necessarily prolonged. 


NEPERA CHEMICAL CO. INC. 
21 Gray Oaks Ave. 
Yonkers 2, New York 


Please send li hysici 
sample of Mandelamines? 


NEPERA CHEMICAL CO. INC. 


Manufacturing Chemists YONKERS 2, New York 
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Available through all phar- 
macies in 0.1 mg. and 0.2 mg. 
tablets (bottles of 40) and 0.2 
mg. (1 ce.) and 0.4 mg. (2 ce.) 
ampuls in packages of six 
ampuls. The price of Digi- 
taline Nativelle is remarkably 
reasonable. Compare it! 


40 TABLETS 
DYGITALINE NATIVELLE 
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RAPID...ORAL 
SINGLE-DOSE 


Digitaline Nativelle, the chief ac- 
tive glycoside of digitalis purpurea 
in pure crystalline form, fulfills 
every point demanded by the 
Council on Pharmacy and Chem- 
istry* for an effective digitalis 
principle: 

“A potent pure principle which 
is completely absorbed from the 
gastrointestinal tract would make 
it possible to digitalize rapidly by 
oral administration without the 
danger of local irritant action of 
the large amount of nonabsorbable 
glycosides.” 

NOTE THESE ADVANTAGES 
POTENCY. Given orally, Digitaline 
Nativelle is 1000 times as potent 
as U.S.P. XII digitalis; 1 mg. 
Digitaline Nativelle exerts the ac- 
tion of 1 Gm. digitalis leaf. Since 
it is in pure crystalline form, its po- 
tency is uniform. Hence it permits 
of precise dosage, the same dosage 
always exerting the same action. 


ACCEPTED 


MERIC,,) 
MEDICAL 
ASSN. 


COUNCIL ACCEPTED 


ABSORPTION. It is completely and 
speedily absorbed, probably 
directly from the stomach. Thus 
it digitalizes with practically the 
same speed, whether given orally 
or by vein. 


FEWER SIDE-ACTIONS. Because the 
average digitalizing dose is so 
small (1.2 mg.) and is so com- 
pletely absorbed, nausea and 
vomiting from local irritant action 
are almost never encountered. 


RAPID, SINGLE-DOSE DIGITALIZATION. 
The average digitalizing dose, as 
demonstrated in a series now ex- 
ceeding 1000 unselected cases, is 
1.2 mg. When rapid action is 
needed, and in fact whenever de- 
sired, this full digitalizing dose 
may be given at one time and 
reaches its full effect in 3 to 6 
hours. The average daily main- 
tenance dose is 0.2 mg. 


*N.N.R., 1944, page 303. 


Physicians are invited to send for clinical test sample and literature 
VARICK PHARMACAL COMPANY, INC. 
A Division of E. Fougera & Co., Inc. 

75 Varick Street—New York 13, N. Y. 
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ACUTE AND CHRONIC EAR INFECTIONS 
RESPOND TO TOPICAL CHEMOTHERAPY WITH 


OTOMIDE 


a stable solution of carbamide 
(urea) 10% with sulfanilamide 5% 
in glycerin of unusually high hy- 
groscopic activity. Anhydrous 
chlorobutanol 3%—a local anes- 
thetic that is therapeutically com- 
patible with sulfonamides—is in- 
cluded for its analgesic and anti- 
pruritic properties. 


Therapeutic Advantages of Carbam- 
ide as Component of Otomide 


1. Chemically debrides lesion by 
solvent effect on necrotic tissues. 


2. Renders sulfanilamide effective- 


PHARMACEUTICAL 


LABORATORIES, INC. 
NEWARK 2, N. J. 


ly antibacterial even in the pres- 
ence of pus. 

3. Solubilizes sulfanilamide, ef- 
fecting higher tissue concentra- 
tion and increasing diffusibility 
through living and dead tissues. 

4. Non-irritating. 

Indications: 

Local management of suppurative 

and non-suppurative otitis media, 

and of sulfonamide-susceptible in- 
fections of external auditory canal. 

White’s Otomide is available in 

dropper bottles of 14 fluid-ounce 

(15 cc.)—on prescription only. 


MANUFACTURERS ) 
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EPIN : 
"OROCKLORIDE. 


EPINEPHRINE HYDROCHLORIDE ::000n.n.r. 


CHEPLIN solution of this powerful vasoconstrictor, hemostatic and cir- 
culatory stimulant is adjusted to a definite standard strength and is 
physiologically assayed by measuring the effect on blood pressure. 

EPINEPHRINE HYDROCHLORIDE may be administered by hypodermic, 
inhalation or topical application, affording rapid relief of asthmatic 
symptoms, urticaria, angioneurotic edema, reactions following injec- 
tions of biologicals, shock or collapse, and prompt control of certain 
types of hemorrhage. When used in conjunction with topical, nerve 
block or infiltration anesthesias, it produces a bloodless operative field 
and retards absorption of the anesthetic—thus prolonging the period 
of anesthesia. Literature on request. 


EPINEPHRINE HYDROCHLORIDE 1:1000is packaged in: 


1 cc. ampules. 
10 cc. rubber-stoppered vials. 


30 cc. rubber-stoppered vials. 
( be é p L i ay 30 cc. bottles for topical application. 
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FOR AN ORAL ESTROGEN 


Organon’ is alpha- 
potent of all known 
estrogens” (1). : 


DIMENFORMON assures pat 

of well-being” (2) without likel 

artificial estrogens “fail to 
being” (3). 


DIMENFORMON oral therapy is ap 
“because many patients dislike injections 
convenient in these days of restricted travé 
many injections and frequent office calls. 


DIMENFORMON oral therapy is economicaly some 
menopausal patients may be kept symptom-free for just 
few cents a day. Even parenteral therapy with the ester, 
Dimenformon Benzoate, is clinically economical, and “its 
cost is far lower than that of estrone” (2). 


DIMENFORMON is available in 1/2, 1/5, and 
1/10 mg oral tablets; Dimenformon Benzoate in 
600, 1000, 2000, 6000, and 10,000 R.U. ampuls. . ... 


(1) New ond jot Remedies, Americon 
Medical Association, 1944, p. 413. (2) H. W. 
4. Clin. Endocriaol., 2:628, 1942. 
Freed, Am: J: M. S¢., 205:735, 
R. Turine, Am, 
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tablets 


Contains the only true salt of theobromine--theobromine 
salicylate--with solubility protected by calcium salicylate. 


Offers minimal solubility in gastric environment (26.9%) 
for improved tolerance. : 


Offers maximal solubility in intestinal environment (86.9%) 
insuring superior therapeutic efficiency. 


Contains the proper dosage of an adjuvant sedative-- 


.P. POYTHRESS & CO. INC.-- RICHMOND, VIRGINIA 
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. « » AND THE STRENGTH OF HALABEX WITH BREWERS’ YEAST TABLETS (U.S. P. xu) 


Brewers’ yeast tablets (U.S. P. XII), HALABEX—Yeast Vitamine Tablets 
or compressed brewers’ yeast, contain (HARRIS)—provides all of the known 
.06 mg. B, per tablet. and unidentified B-complex factors 


HALABEX, made from special yeast 
concentrate or extract, contains .33 mg. 
B, per tablet, or more than five times 


existing in the natural source material. 
In addition, this important protective 
dietary supplement, contains essen- 


the potency of the U.S. P. preparation. _ tial amino acids and other nutrieats. 


Harris Vitamins are Never Promoted to the Public 


HEXA-HARRIS: Natural B-Complex Tablets, pre- 
pared from all vegetable material—2 daily. 


Harris Laboratories 


(Division of Bristol-Myers Company) 
Tuckahoe 7, N. Y. 


PRODUCERS OF VITAMINS 
FOR MEDICAL USE SINCE 


BIOGELS: A, D, Be, Niacinamide and C 
tin tablets—1 daily. 


HARRIS LABORATORIES 
Tuckahoe 7, N. Y. Dept. Ss 


Kindly forward complimentary package of HALABEX 
—Yeast Vitamine Tablets (HARRIS)—and infor- 
mation on other HARRIS Vitamin Preparations. 
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In managing cardiovascular disease, the restoration of “c. 
equilibrium”,? and cardiac stimulation, usually constitute the chit 
therapeutic objectives. + Because of it: fuient diuretic action, which 
is “practically noninjurious...to normal kidney tissue”,' Calpurate 
materially relieves the cardiac “load”, and contributes 'o the prompt 
re-establishment of circulatory equilibrium. And by direct myocardial 
stimulation, Calpurate increases coronary output, and frequently 
achieves striking results in “relieving symptoms of congestive failure, 
angina and dyspnea.”‘ Calpurate also exerts a desirable dilating 
action on coronary vessels. Since Calpurate is almost insoluble in 
the stomach, yet readily absorbable in the intestine, it is remarkably 
free from gastric irritation—even on prolonged administration.*‘ 


FORMULA: Calcium theobromine —calcium gluconate in molecular 
proportions, » PACKAGED: as tablets (each containing 7% gr. 
calcium theobromine—calcium gluconate) in bottles of 100, 500 
and 1,000—or as powder in 1 oz. bottles. * ALSO AVAILABLE 
with % gr. phenobarbital per tablet when sedation is desired. 


THE MALTBIE CHEMICAL COMPANY * NEWARK, NEW JERSEY 


CALPURATE 


Relieves Symptoms — Yet Avoids G-I Upset 


REFERENCES: 1. GOODMAN, L.: In The Therapeutics of Internal Diseases, edit. by G. Blumer, 
D. Appleton-Century Co., New York, Vol. 2, 1940. 2. HERRMANN, G. R.: Synopsis of Diseases 
of the Heart and Arteries, 3rd ed., C. V. Mosby Co., St. Louis, 1944. 3. WIPPERN, V. and 
GUNN, S. A.: Medical Times, 70:197, 1942. 4. ZISKIN, T.: Journal-Lancet, 57:292, 1937. 
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Potent in Natural B Vitamins 
High in Food Complete Proteins 


It is a quarter of a century since Osborne and Mendel found dried brewers yeast proteins 
to be nutritionally complete and also high in the important lysine and tryptophane, growth 
promoting amino compounds. The findings have caught up and at a needed time. 


High Source of Complete Proteins 


Like the dairy cow and the steér, the yeast plant turns the unbalanced proteins of the whole 
grain into nutritionally balanced form. Physicians have in grain grown, brewers yeast a de- 
pendable, easily borne source of food proteins of high biological value; and economical at the 
price the Vitamin Food Company’s Red Label, debittered, and Green Label undebittered are sold. 

The lean portion of a steak averages eighteen per cent in proteins; dried brewers yeast 


forty-nine per cent. 


-In “Medical History of World War I,” the British Government, published in 1923, says: 
“apart from the question of vitamins (brewers yeast extract) differs from the extract of meat 
in not containing any creatine or creatinine.” 


Long The Standard For Vitamin B, The Whole 


In animal diet tests, in nutritional and medical research dried brewers yeast has been and 
is the standard when the worker wants to be sure of having all of the vitamin B needs; as 
standard as is cod liver oil for A and D. 


Uses 


With infants, Pritchard, Hess, Hoobler, Bloxsom, Macy and others used a half teaspoon 
in the bottle formula. For older children the indications are a teaspoon in milk, soup, on 
cereals and in vegetables. 


The adult indication is two teaspoons and for a simple way in a glass of cold water, 
probably a teaspoon at a time. It can be administered in broth, soup, on cereals and in vege- 
table dishes. In pellagra the minimum recommended by Goldberger is three teaspoons three 


times a day, “approximately one ounce.” This indication may be a guide in other vitamin B 
deficiencies. 


Samples sent to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 


Vitamin Research Laboratories, Inc. 


187 Sylvan Avenue Newark 4, N. J. 
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The NEW TREND in INFANT DIET SUPPLEMENTS 
. Provides ALL Needed Vitamins ae 


VI-SYNERAL VITAMIN DROPS 


meet the requirements of today’s strong trend in supplementing 
the infant's diet with... 


MORE THAN A ana D ALONE! 


Milk, at its best, may fall short of optimal levels 
of vitamin C, thiamine, niacin, vitamin D, and 
possibly vitamin A. Jeans’ finds that most 


: infants, whether fed human or cow’s milk, 
i can benefit from supplemental vitamins 
= C, D, B;. niacin and possibly other B 


complex factors, 


* 


. 
e* 
eof 


Well tolerated, contains no alcohol, mixes well with 

milk, formulas, fruit juices, cereals, without affecting 

Sample and literature their flavor: no fishy taste or odor... low daily cost. 
upon request 1 Jeans, P.C. : J. A. M. A. 120:913, 1942. 


U.S. VITAMIN CORPORATION « 250 East 43rd Street, New York 17, N.Y. 
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THE TABLET METHOD FOR 


DETECTING URINE-SUGAR 


CLINITEST 


Simply drop one Clinitest Tablet into test tube 
containing proper amount of diluted urine. Allow 
time for reaction, compare with color scale. 


ELIMINATES— Use of flame 
Bulky apparatus 
Measuring of reagents 


PROVIDES— Simplicity 
Speed 
Convenience of technic 


FOR OFFICE USE — Clinitest Laboratory Outfit 
(No. 2108) Includes—Tablets for 180 tests, test 
tubes, rack, droppers, color scale, instructions. 
Additional tablets can be purchased as required. 


FOR PATIENT USE—Clinitest Plastic Pocket-Size 
Set (No. 2106) Includes—All essentials for test- 
ing—in a small, durable, pocket-size case of 
Tenite plastic. 


ORDER FROM YOUR 
DEALER 


Information upon request 


AMES COMPANY, Inc. « Elkhart, Indiana 
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FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions 
Established in 1925 

Thoroughly d in archi and construction. Eight departments—affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
= sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, oaeeas 

city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion helpful 
occupation. Adequate night and day nursing service maintained. 


JAMES A. BECTON, M.D., Physician-in-charge 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


= 


ESTABLISHED 191! : RICHMOND, VIRGINIA 


For the Treatment of Nervous and Mental Disorders 
and Addictions to Alcohol and Drugs a 
Jas MD. ANDERSON, M.D. MyPLITERATURE 
ASSOCIATES 


©. 5. DARDEN, EDWARD H. WILLIAMS, M.D. 
ALDERMAN, MO REX BLANKINSHIP, 
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For Patients With 
Alcoholic Problems 


--The Farm 


A non - institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases. 


BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 
Drug and Alcohol Addictions 


JAMES N. BRAWNER, M.D. 

Medical Director 
ALBERT F. BRAWNER, M.D. 

Department for Men 
JAMES N. BRAWNER, JR., M.D. 

Department for Women 


HOYE’S SANITARIUM 


"In the Mountains of Meridian” 
MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. ially 
equipped for the treatment of M AL 
DISORDERS and those requiring ELEC- 
TRO-SHOCK THERAPY. Convalescents, 
elderly people and mild chronic mental cases 


so admitted. 


Write P. O. Box 106 or Telephone 524 


Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric 
Association 
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Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 

ELLIOTT OTTE, Business Manager .D. 
Box No. 4, College Hill 


D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 


‘CREST COTTAGE’’ College Hill, Cincinnati, Ohio 


For purely nerv- 
convalescents. 


Completely 
equipped for 
hydrotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M. 


Charles Kiely, 
M 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. CHARLES R. ROBINS, M.D. ! 
OSBORNE O. ASHWORTH, M.D. STUART N. MICHAUX, M.D. 


MANFRED CALL, III, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 


Obstetrics: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 


A. STEPHENS GRAHAM, M.D. 

CHARLES R. ROBINS, JR., M.D. 

CARRINGTON WILLIAMS, MD. 
Urological Surgery: 


FRANK POLE, M.D. 
MARSHALL P. GORDON, JR., M.D. 


Oral : 
W. L. MASON, M.D. GUY R. HARRISON, D.D.S. 
Pathology: 
Pediatrics: REGENA BECK, M.D. 


ALGIE S. HURT, M.D. 
CHAS. PRESTON MANGUM, M.D. Roentgenology and Radiology: 
.. FRED M. HODGES, M.D. 
Physiotherapy: L. O. SNEAD, MD. 
MARTHA HOMES, R.P.T.T. R. A. BERGER, M.D. 
Director: 
MABEL E. MONTGOMERY, R.N., M.A. 


CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 

Tt is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, to give every patient the maximum of individual atten- 
tion and unremitting care at all times. is ic principle of our work. An efficient organiza- 
tion exists in There is maintained an abundantly sufficient staff of capable 
nurses, divided into day and night shifts, assuring to every patient constant service through each 
of the twenty-four hours of the . At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. WILL CAMP, M.D. 
Founder Medical Director 
NASHVILLE 


R. F. D. No. 1 TENNESSEE 


Reference: The Medical Profession of Nashville 


2 
7 4 
| 
— 


July 1945 


SOUTHERN MEDICAL JOURNAL 


Tue effectiveness of 


Mercurochrome has been demon- 
strated by more than twenty years 


of extensive clinical use. For pro- 


fessional 


convenience Mercuro- 


chrome is supplied in four forms— (H. W. & D. brand of merbromin, 
dibromoxymercurifluorescein-sodium) 


Bottles for the treatment of minor tions may be dispensed quickly 
and at low cost. Stock solutions 


keep indefinitely. 
operative skin disinfection, Tablets Mercurochrome is antiseptic and 
relatively non-irritating and non- 
toxic in wounds. 
of any desired concentration may 


readily be prepared. 
HYNSON, WESTCOTT & DUNNING, INC. 


macy and Chemistry of the American 
Medical Association. 


wounds, Surgical Solution for pre- 


and Powder from which solutions 


nished on request. 
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CLINICAL EXPERIENCES WITH 
THIOURACIL* 


By R. O. Muetuer, M.D.t 
L. SExTon, M.D.t 
Wm. Macponatp, M.D.t 


and 


J. T. Von BrueccEn, Pu.D# 
St. Louis, Missouri 


The recent medical management of thyro- 
toxicosis with thiouracil arises from the observa- 
tion of Kennedy? that goiters developed in 
rabbits fed rape seed. At about the same time, 
MacKenzie, MacKenzie and McCollum? found 
that sulfaguanidine was goitrogenic for rats. 
The active principle of rape seed appeared to be 
a derivative of urea so Kennedy fed thiourea to 
rats and found that the thyroid gland of these 
animals enlarged, as much as four times in 
size in an eight-week period. 

MacKenzie and MacKenzie® investigating the 
sulfanilamide derivatives and thiourea found that 
thiourea. was approximately eight times more 
effective in causing thyroid enlargement than 
the same dose of sulfaguanidine during a two- 
week period. These workers noted that with 
the thyroid gland enlarged, there was a fall in 
the basal metabolic rate. This fall in the basal 
metabolic rate could not be prevented by iodine 
administration but could be prevented by the 
feeding of thyroxin, one microgram per ten grams 
body weight. Examination of the anterior lobe 
of the pituitary in the thiourea treated animals 
revealed a histological picture resembling that 


*Read in General Clinical Session, St. Louis Day, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944, 

*From the Departments of Internal Medicine+ and Chemistry$, 
St. Louis University School of Medicine, St. Louis, Missouri. 


of a thyroidectomized animal. The removal of 
the pituitary before the goitrogenic compounds 
were fed prevented the appearance of goiter. 
When thyroxin was fed with the sulfa compounds 
or thiourea, the pituitary and thyroid retained 
their normal histological structures. 

Astwood,‘ reporting on a study of the relative 
effectiveness of 106 chemical compounds in in- 
hibiting the function of the thyroid gland found 
two classes of compounds to be effective, thiourea 
derivatives and certain derivatives of aniline. In 
the first group, 2-thiouracil and 2-thiobarbituric 
acid were more effective than the parent sub- 
stance thiourea. The thiocyanates were found to 
be active only in the absence of excess iodine. 

That the action of thiourea and thiouracil 
is upon the thyroid gland has been well demon- 
strated by the work of Franklin, Chaikoff and 
Lerner®> who showed that surviving thyroid 
slices were able to take up radio-active iodine 
but were unable to utilize it in the production 
of thyroxin when thiouracil was present. They® 
later showed that the intact thyroid of the rat 
under the influence of thiouracil had a limited 
ability to take up radio-active iodine and an even 
more limited ability to synthesize thyroxin and 
diiodotyrosine. 

The relationship between thyroxin formation, 
thyroid enlargement and pituitary hyperfunction 
is best explained in Astwood’s’ own words: 


“The sequence of events is considered to be as follows: 
Shortly after the drug is administered the organism be- 
comes unable to synthesize thyroid hormone at a normal 
rate, and the quantity of circulating hormone tends to 
fall. In response to this deficit an excess of thyrotropin 
is produced by the pituitary which stimulates the thyroid 
to hyperplasia and to the release of the normal thyroid 
hormone stores therein. Within 48 hours of the first 
administration of the drug these compensatory changes 
are histologically visible, and for a number of days this 
mechanism is adequate to maintain the metabolic rate 
at a normal level. Eventually, however, the store of 
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Patient uncooperative; poor observation 


None 


= 
~ 


85% 


100 


Diabetes-controlled, facilitated by reduction of BMR 


Auricular fibrillation and cardiac decompensation 


None 


Mild 


Mild psychosis, improved by control of BMR, leukopenia 


None 


Good 


Toxic adenoma, gland removed after control 
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. Toxic adenoma 


None 


Auricular fibrillation, cardiac decompensation 


None 


Good 


probably neurosis 


Therapeutic. trial ; 


None 


Therapeutic trial; no improvement on low BMR; probably neurosis 


None 


(a) Case 3. Microscopic Report: Various sized nodules composed of acini which are distended with hard pink colloid. There is no evidence of toxic hyperplasia or degenerative changes. 


normal thyroid hormone is exhausted as evidenced by 
a complete loss of demonstrable colloid at the end of 
7 to 10 days, and as new hormone can be made at a 
reduced rate, the metabolic rate falls even though the 
thyroid hyperplasia is still advancing.” 


It would seem from these studies that 
thiouracil represents a potent agent for sup- 
pressing the formation of thyroxin and should 
be of value in thyrotoxicosis. That this is true, 
has been shown by the work of Astwood,® Wil- 
liams and Bissell® and others.!° We wish 
to report briefly our own experiences with thio- 
uracil acquired during the past two years. 


PROCEDURE 


Each patient had a careful physical and lab- 
oratory examination, including urine analysis, 
erythrocyte and leukocyte counts, blood sugar, 
non-protein nitrogen, and liver function tests 
which included total protein, albumin-globulin 
ratio, Exton-Rose glucose tolerance, Quick’s hip- 
puric acid synthesis, cephalin  cholesterol- 
flocculation test, bromsulfalein test and urea 
clearance. The basal metabolic rate (b.m.r.) 
was determined several times and the average 
reading taken. 

When thiouracil* was started the blood and 
urine of each patient were examined at weekly 
intervals and the b.m.r. was determined every 
two weeks until the patient became stable. Most 
of the patients were ambulatory and remained 
at work during the study. 

Untoward effects were carefully looked for 
and patients were told to report any unusual 
manifestation at once. 


RESULTS 


More than forty patients have been observed 
up to this time but in some, the period of ob- 
servation has been too brief to justify inclusion 
in this report. 

Table 1 indicates the results observed in thirty- 
five cases. Because of the consistently favorable 
results only the more typical or instructive cases 
will be summarized. 


Case 1 (Chart 1). Graves’ Disease of Adolescence— 
S. W., a girl, age 15 years, complained of nervousness, 
loss of weight (15 Ibs.) , swelling in neck and prominence 
of eyes; duration four months. Physical examination 


*Thiouracil supplied through the courtesy of the Abbott Lab- 
oratories and Parke, Davis and Company. 
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140 +604 


130 +50- 


120 +40- 


110 +30- 


100 +20- 


90 +10- 


80 0- 


70 -10- 


BODY WEIGHT 


06,08 


| 2 3 4 


BODY WEIGHT 
AND PULSE 
BMR 


showed a well developed, well nourished girl with prom- 
inent eyes and definite lid-lag. The thyroid was firm 
and enlarged to twice normal size; pulse rate 140 per 
minute; heart normal; blood pressure 140/80; hands 
were moist and cool; there was a fine tremor of fingers 
and tongue and flushing of neck and face. 


Laboratory Examinations—Blood and urine were 
essentially normal. Evidence of liver insufficiency was 
manifested by abnormal hippuric acid synthesis, glucose 
tolerance and cephalin-cholesterol flocculation _ test. 
Basal metabolic rate was plus 44 per cent. 


Treatment.—Thiouracil 0.2 gram three times was 
given. Nine days later basal metabolic rate was plus 59 
per cent. The drug was increased to 0.8 gram daily and 
basal metabolic rate fell steadily to plus 14 per cent 
in one month. The daily dose was reduced to 0.4 gram. 
Two weeks later the basal metabolic rate was minus 16 
per cent; blood pressure 120/80; pulse 78 to 85 per 
minute. The liver function tests were markedly im- 
proved but eye signs remained unaltered, indeed, they 
seemed slightly more marked. The patient, however, 
was free of all symptoms. 


Case 2 (Chart 2). Exophthalmic goiter; postoperative 
recurrence-—E. H., a woman, age 27 years, married in 
June, 1943, complained of nervousness, protrusion of 
the eyes and swelling of the neck. She denied serious 


THIOURACIL 


6 7 


GRAVES’ DISEASE OF ADOLESCENCE 


Chart 1, Case 1 
Greatest improvement noted when B,M.R. depressed to minus 16 per cent. 


past illnesses; she had a tonsillectomy three years 
previously. 

Regional history was essentially negative, except 
for the loss of 10 pounds of weight, excessive sweat- 
ing and palpitation for six months. She was a. well 
developed, well nourished blonde, flushed. The pupils 
were dilated, eyes were stary, and there was a slight 
lid-lag. The thyroid was palpable, firm, and smooth. 
Blood pressure was 180/100; pulse 120; reflexes were 
hyperactive. Basal metabolic rate was plus 40 per cent. 
The diagnosis was acute exophthalmic goiter. Thy- 
roidectomy was performed three weeks later. On August 
2, 1943, the patient returned; weight 120 pounds; blood 
pressure 160/100; and with a hoarse voice. Basal meta- 
bolic rate August 24, 1943, was minus 5 per cent. Dur- 
ing the next four months the basal metabolic rate 
lowered to minus 15 per cent. The patient was given 
one grain of thyroid daily. Two weeks after the ad- 
ministration of thyroid, the pulse became rapid; blood 
pressure 140/80. Thyroid was discontinued. At this 
time basal metabolic rate was minus 5 per cent. January 
5, 1944, basal metabolic rate was plus 27 per cent and 
the patient was extremely nervous. February 10, 1944, 
basal metabolic rate was plus 35 per cent; patient was 
feeling better, however. 

Thiouracil was started February 17, 1944. Pulse 
was 120; there was extreme nervousness with sensation 
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RECURRENT POST OPERATIVE THYROTOXICOSIS 


Chart 2, Case 2 
Control of symptoms with thiouracil. 


of hot and cold at intervals. Thiouracil 0.6 gram daily 
was administered with one and one-half grains of 
amytal. On March 7, 1944, thiouracil was decreased 
to 0.4 gram daily. April 13, 1944, basal metabolic rate 
was plus 27 per cent; May 16, 1944, plus 3 per cent; 
June 3, 1944, plus 15 per cent, and June 28, 1944, 
minus 3 per cent. Thiouracil was reduced to 0.2 gram 
and on August 7, 1944, the basal metabolic rate was 
minus 7 per cent; on September 16, 1944, after thiouracil 
had been discontinued for two weeks, it was minus 14 
per cent. The patient felt much better. Liver function 
tests were done and found to be entirely normal. 
December 19, 1944, the basal metabolic rate was plus 
9 per cent, and on January 16, 1945, it was minus 8 
per cent. 


Case 3 (Chart 3). Asymptomatic Hyperthyroidism; 
Therapeutic Trial—M. G., a woman, age 25 years, 
single, complained only of a small area of depigmen- 
tation on forehead and eyebrow. She admitted nervous- 
ness when questioned; was underweight and could not 
gain; appetite was good. Physical examination showed 
a poorly nourished woman. The thyroid was not pal- 
pable; heart was normal and lungs were clear; pulse 
rate was 98 per minute; blood pressure 140/80; re- 
flexes hyperactive; skin normal; eyes normal. Labora- 
tory tests showed blood and urine negative; liver func- 
tion tests normal; basal metabolic rate plus 35 per cent; 
three weeks later, plus 45 per cent. 


Treatment.—Consisted of thiouracil 0.6 gram daily. 


One month later the basal metabolic rate was plus 20 
per cent. The patient discontinued the drug against 
advice and one month later the basal metabolic rate 
was plus 41 per cent. Thiouracil was resumed, 0.4 gram 
daily, and basal metabolic rate lowered to minus 5 per 
cent after six weeks; pulse rate was 78, and blood 
pressure 140/70. Thiouracil 0.2 gram daily was con- 
tinued for three months and basal metabolic rate fell 
to minus 12 per cent and remained there. The drug was 
discontinued and the basal metabolic rate has remained 
normal for four months. The patient is symptomati- 
cally improved and has gained ten pounds. 


Case 4 (Chart 4). Hyperthyroidism with Diabetes 
Mellitus—C. J., a woman, age 57 years, entered the 
diagnostic clinic at Desloge Hospital with a history of 
nervousness, severe post cervical pain, and palpitation 
of long duration. She had been treated with iodine 
therapy intermittently in the past, without appreciable 
benefit. She had lost weight gradually over a period 
of years, the exact amount was not known.‘ She knew 
that she had high blood pressure, which had been 
present for a number of years. On examination there 
was extreme nervousness and restlessness; there was 
a diffuse goiter of moderate size involving both lobes 
and the isthmus; the palpebral slits were widened, but 
there was no definite exophthalmos; the hands showed 
marked tremor; palms were warm and moist; all re- 
flexes were hyperactive. The heart was regular, slightly 
enlarged to the left, with accentuated action. There 
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were no murmurs audible. The blood pressure measured 
236/106. Fasting blood sugar was found to be 266 
mg. per cent. 


Treatment.—The initial dosage of thiouracil was 0.6 
gram daily. An attempt was made on two occasions to 
increase this dosage beyond this amount, first on 0.9 
gram a day and again on 0.8 gram a day. This caused 
nausea, vomiting, vertigo, and an intensification of the 
headaches. On both occasions the drug was discontinued 
for a few days and resumed with a dosage of 0.6 gram 
a day, which was well tolerated. This patient’s progress 
is shown in Chart 4. She was placed on a diabetic 
diet of 200 grams of carbohydrate, 65 grams of protein, 
and 80 grams of fat. No insulin was administered at 
any time. It is of interest to note that her blood 
sugar returned to normal, and has remained so on a 
reduced carbohydrate general diet. The basal rate at 
one time reached minus 10 per cent, and there developed 
puffiness under the eyes, sensation of fullness about the 
abdomen, and general stuffiness. At this time the blood 
pressure was 164/84 and she was free of all headache, 
but her general discomfort did not permit continuing 
along at this lower basal level. With a maintenance 
dosage of 0.3 gram a day the basal rate ranges between 
plus 3 and plus 7 per cent. Except for headaches and 
persistent hypertension, she is improved. 


Diabetes in this case is considered a com- 


20 32 


ASYMPTOMATIC HYPERTHYROIDISM 


Chart 3, Case 3 
Masked hyperthyroidism. Elevated B.M.R. prompted trial on thiouracil. Improved general condition established diagnosis. 


plication of hyperthyroidism. With a suppression 
of the basal rate to normal, hyperglycemia 
showed a decided improvement. 


Case 5 (Chart 5). Delayed Effect of Thiouracil Due 
to Previous lodine; Induced Myxedema.—F. S., a man, 
age 39 years, complained of tremor, increased warmth 
during the night, and gradual weight loss of ten pounds 
over the preceding several months. Examination showed 
moderate widening of the palpebral slits, tremor of 
the hands, and moistening of the palms. There was a 
small nodule barely palpable in the left lobe of the 
thyroid. His blood pressure was 130/80; pulse rate 72. 
There was no evidence of intrathoracic goiter on fluoro- 
scopic examination. Basal metabolic rate averaged plus 
17 per cent. On iodine therapy the patient improved, 
basal rate showing a decline to plus 2 per cent. After 
one month, iodine was discontinued, and thiouracil 0.3 
gram three times a day was prescribed. Eleven days 
later the basal rate was found to be plus 20 per cent, 
and the patient complained of feeling more nervous 
than when he was taking iodine. With thiouracil alone, 
it was about eleven weeks before the basal rate was 
stabilized at normal and the patient reported that he 
felt definitely improved. On a maintenance dosage 
of 0.3 gram a day, this man developed puffiness of the 
eyes, drowziness, and numbness of the fingers. At this 
time the basal metabolic rate was minus 25 per cent. 
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HYPERTHYROIDISM WITH HYPERGLYCEMIA 
Chart 4, Case 4 


B. P. 236/106, severe headaches. Iodine off and on fo- years; ineffective. With thiouracil lowest B.P. 164/84 


daily dosage of 0.3 Gms. 


A small area of alopecia appeared in the right temporal 
region. The dosage of thiouracil was reduced to 0.1 
gram a day with subsequent increase in the basal 
rate to plus 14.5 per cent. Signs of myxedema subsided, 
as well as the small area of alopecia. Maintenance 
dosage of thiouracil in this case is 0.2 gram a day. 


This case exemplifies the delayed effect of 
thiouracil caused by the administration of iodine. 
Until all the stored iodine had been utilized in 
the production of thyroxin, thiouracil was in- 
effective. Myxedema was induced in this patient 
by the prolonged use of the drug on dosage of 
0.3 gram a day. Signs of myxedema immediately 
subsided as soon as the dosage was reduced. Sub- 
sequent studies indicate the necessity of con- 
tinuing the drug in this man. 


Case 6. Recurrent Nodular Goiter (Two Previous 
Operations) —C. P., a man, age 37 years, entered 
Desloge Clinic with the complaints of fatigue, weak- 
ness and palpitation. These symptoms had _ been 
Present for years. On two previous occasions, fifteen 
and eleven years before, he had been operated upon 
for hyperthyroidism. He had had iodine off and on 
in the past without appreciable benefit. Examination 
showed exophthalmos; warm palms; no tremor. There 
was a firm mass in the region of the right lobe, about 


when B.M.R. minus 10 per cent. Average B.P. 188/92 with B.M.R. plus 3 to plus 7 per cent on maintenance 


3 cm. in diameter. There was also a firm mass about 
2 cm. in diameter, in the region of the left upper lobe. 
Basal metabolic rate was plus 15 per cent. 


On 0.8 gram of thiouracil daily the basal metabolic 
rate was lowered to minus 25 per cent, when signs of 
myxedema developed. On 0.2 gram a day the basal 
metabolic rate ranges between minus 12 and minus 16 
per cent, and at this level the patient feels best. Palpi- 
tation persists at times, but it is not constant. Fatigue 
and weakness are greatly improved. This man says that 
he now feels better than he has for years. 


This case exemplifies the benefits which may 
be derived by depressing the basal rate below 
normal. Thiouracil has an advantage over iodine 
in that it will depress the basal metabolic rate 
below normal. In recurrent hyperthyroidism, 
patients are very loath to submit to further 
surgery, which was true with this man. Sur- 
gery had been advised on numerous occasions 
in the past, but he refused since he felt no 
great improvement following two previous opera- 
tions. Whether or not it will be necessary to 
continue thiouracil off and on indefinitely is as 
yet not determined. 


Case 7. Improvement of Residual Symptoms Follow- 
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THIOURACIL EFFECT DELAYED BY PREVIOUS IODINE THERAPY 
Chart 5, Case 5 


20 24 «4228 


Small diffuse goiter, mild toxicity. Improved on iodine. Signs of myxedema with B.M.R. minus 19 per cent. Main- 


ing Sub-Total Thyroidectomy by Induced Hypo- 
thyroidism.—T. B., a man, age 24 years, developed 
symptoms of Graves’ disease in December, 1942, while 
on active military duty. Sub-total thyroidectomy was 
performed in May, 1943. In December of that year he 
returned to active duty, but was eventually given medi- 
cal discharge from the service in December, 1944. Im- 
mediate complaints were nervousness, irritability, night 
sweating, and episodes of depression. There was no 
weight loss; no palpitation. On examination there was 
distinct exophthalmos, the right eye protruding more 
than the left. There was a thyroid scar, and no evi- 
dence of goiter. There was no tremor; his palms were 
warm and moist. The pulse rate was 72; blood pres- 
sure 122/68. Fluoroscopic examination of the chest 
showed no evidence of intrathoracic goiter. Basal 
metabolic rate was minus 2 per cent. 


Treatment —Consisted of thiouracil 0.4 gram a day. 
After four weeks the basal metabolic rate was minus 9 
per cent; pulse 72; blood pressure 112/68; and the 
weight had increased five pounds. Seven weeks after 
0.4 gram thiouracil a day, the basal metabolic rate was 
minus 18 per cent. The patient said that he felt very 
much better; he did not have the nervousness, irrita- 
bility, or sweating that he complained of formerly. He 
had had no episodes of depression during this period. 
His pulse rate was 80; blood pressure 120/80, and the 
total weight gain was six pounds. On 0.2 gram thiouracil 


tenance dosage of thiouracil 0.2 Gms. a day with B.M.R. minus 4 to minus 7 per cent. 


daily the basal metabolic rate averages minus 12 per 
cent. There are no clinical signs of myxedema, and 
the patient feels decidedly better. 


This case is representative of the problem 
that often follows operation for Graves’ disease. 
Sub-total thyroidectomy had reduced the basal 
metabolic rate to minus 2 per cent, and one 
might well be satisfied with the results to this 
point. However, he continued to have unpleasant 
symptoms, which did not lessen until the basal 
metabolic rate was depressed to minus 18 per 
cent. Indications are that he will continue to feel 
better if maintained in a state of mild hypo- 
thyroidism. 


SIDE EFFECTS OF THIOURACIL 


Side effects’? have been reported. Leuko- 
penia, agranulocytosis, nausea and vomiting, 
diarrhea, jaundice, drug fever, have all been 
noted and attributed to the drug. In at least 
some of the cases, gross over-dosage and failure 
to observe the patients closely probably con- 
tributed to the bad effects. 
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In our cases there have been few untoward 
effects, and none of major importance. In two 
cases a mild leukopenia developed, but a reduc- 
tion in the dose enabled the patients to continue 
the medication. 


One case developed mild jaundice after taking 
a relatively small amount of the drug and the 
jaundice cleared rapidly when the drug was dis- 
continued. It is possible that the jaundice was 
coincidental and not the result of the drug. 


Three cases developed signs of myxedema 
when the basal rate fell to low levels, but im- 
proved promptly when the amount of the drug 
was decreased. 


It has been suggested that 0.2 gram of the 
drug be administered for a day or two and that 
the patient be observed carefully for three to five 
days. The leukocyte and differential count 
should be done daily during this period of ob- 
servation. If sensitivity exists, it may be de- 
tected in this manner. 


Excessive amounts of the drug tend to in- 
crease the incidence of reactions and it is our 
feeling that the amounts of thiouracil used in 
the earlier cases in this study were excessive. 
Doses of 0.4 gram are probably just as effective 
as larger doses. 


SUMMARY AND COMMENTS 


Thiouracil brings about a complete remission 
of symptoms in thyrotoxicosis. Available in- 
formation indicates that it will accomplish all 
that surgery accomplishes in bringing about 
symptomatic relief. In Graves’ disease not prev- 
iously treated with iodine, the effect is as quick 
and dramatic as the best results from iodine 
therapy; in nodular toxic goiter improvement 
occurs in four to eight weeks, and in either type 
the effect is lasting. 


In recurrent hyperthyroidism it has brought 
about relief of symptoms where iodine has failed. 


Persistent symptoms following thyroidectomy 


with normal basal metabolic rate may be re- : 


lieved by suppression of the basal rate slightly 
below normal with thiouracil. 

Thiouracil acts by inhibiting the formation 
of thyroxin, probably by direct action on the 
thyroid gland. In patients previously treated 
with iodine, improvement is delayed. 
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As a preoperative measure, thiouracil is effec- 
tive over a prolonged period, which, in our ex- 
perience, makes it superior to iodine. 


Toxic effects of the drug may be serious. They 
can be minimized by cautious administration of 
the drug the first few days, and by limiting 
the dosage to 0.4 or to 0.6 gram per day. 


Thiouracil gives promise of leading to a medi- 
cal cure of thyrotoxicosis that equals and in many 
instances is an improvement over any previous 
form of therapy. Time may prove that it is 
of greatest value when used in conjunction with 
surgery. At this writing, it cannot be said how 
long it will be necessary to continue the drug, 
nor what unforeseen systemic effects may arise 
from its prolonged usage. 


Secondary systemic disturbances found in 
hyperthyroidism may be expected to show im- 
provement as hyperthyroidism improves. 


In several patients with nervous instability 
not associated with hyperthyroidism, suppression 
of the basal metabolic rate with thiouracil has 
had no effect on symptomatology. 
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INCIDENCE OF ESOPHAGEAL DISEASE 
IN NEGROES* 


By Porter P. Vinson, M.D.* 
Richmond, Virginia 


Comparison of the relative frequency of the 
occurrence of diseases in various races has always 
been an interesting study. At times, variation in 
the incidence of diseases has been attributed to 
racial characteristics, when environmental and 
economic conditions may have been the deter- 
mining factors; in other instances, apparent dis- 
similarity in the occurrence of certain diseases 
may have resulted from difference in density 
of population of various races. 

This study of the comparative incidence of 
esophageal disease in white and in Negro pa- 
tients was prompted by a letter of inquiry from 
a colleague in an Army hospital concerning a 
Negro whom he had found to be suffering from 
cardiospasm. Previous experience and review of 
available literature had suggested that cardio- 
spasm was rarely encountered in the Negro race. 

Statistics show that the population in the Com- 
monwealth of Virginia in 1940 totaled 2,677,773 
persons, of which number 661,449 were Negroes. 
Study of the figures for the city of Richmond in 
the same year reveals a population of 245,673, 
of which number 69,863 were Negroes. In 
round numbers, therefore, in 1940 a little more 
than one-fourth of the population of the city of 
Richmond, and almost exactly one-fourth of 
the population of the Commonwealth of Virginia, 
were Negroes. 

In approximately the past eight years in Vir- 
ginia I have observed 523 patients whose chief 
symptoms have been related to the esophagus. 
Of this number, 393 were white persons and 
130 were Negroes, which figures would indicate 
an incidence of esophageal disease in the Negro 
and in the white man in exact proportion to the 
density of population of the two races. 


Although the total number of Negroes who - 


suffer from disease of the esophagus is the same 


*Read in Section on Gastroenterology, Southern Medical As- 
sociation, Thirty-Eighth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1944. ° 

tProfessor of Bronchoscopy, Esophagoscopy and Gastroscopy, 
Medical College of Virginia. 
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as the number of white people in accordance 
with the density of population, there are sig- 
nificant differences in racial distribution of 
specific lesions (Table 1). 

Carcinoma of the esophagus was found in 67 
white and in 24 Negro patients. In 58 white 
people and in 16 Negroes, cardiospasm was re- 
sponsible for the esophageal complaint. I saw 
142 patients with foreign body, and of this 
number 102 were white and 40 were Negro per- 
sons. Esophageal varices were found in 4 white 
patients, but none were observed in Negro pa- 
tients. Acute or subacute esophagitis was en- 
countered in 4 white persons, but in no Negroes. 
There was 1 white patient with polyposis, but 
this condition was not observed in a Negro. 
Miscellaneous esophageal lesions were found in 
4 white and in no Negro people. 

Forty-one esophagoscopic examinations were 
made in which nothing abnormal was found. 
Thirty of the patients so examined were white 
and 11 were Negro. The majority of this group 
were those in whom the presence of a foreign 
body nonopaque to the roentgen ray was sus- 
pected. The low incidence of negative examina- 
tions mentioned above serves to substantiate 
the assertion that more than 90 per cent of the 
number of patients who complain of symptoms 


RACIAL COMPARISON OF INCIDENCE OF ESOPHAGEAL 
DISEASE AT MEDICAL COLLEGE OF VIRGINIA 
HOSPITAL, 1936-1944 


Number of Patients 

Name of Disease White Negro 
Carcinoma 67 24 
Cardiospasm 58 16 
Diverticula 13 0 
Dysphagia: functional or hysterical_.._.___ 9 1 
Esophagitis 4 0 
Foreign body 102 40 
Hernia 63 4 
Miscellaneous lesions 4 0 
Polyposis 1 0 
Strictures 10 
Varices 4 0 


Negative esophagoscopic examinations 


Table 1 
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referable to the esophagus have a lesion in the 
esophagus that is responsible for their discomfort. 

Thus, in the above groups of patients, the 
relationship is fairly constant between white 
and Negro persons in the incidence of various 
esophageal diseases and the density of popula- 
tion. In the remaining patients, however, there 
is a significant discrepancy in the occurrence of 
various lesions. The fact that 28 white and 
32 Negro patients had cicatricial stricture of the 
esophagus is readily explained by the frequency 
with which Negro children swallow a solution 
of lye. The occurrence of functional or hysterical 
dysphagia in 9 white and in 1 Negro person may 
be explained on the basis of the difference in 
emotional reaction of the two races. 

The groups of patients that have been of the 
greatest interest are those in which there is a 
preponderance of white people. With an equal 
number of white and Negro births in our group 
of hospitals, 6 white babies were found to have 
the usual congenital deformity of the esophagus, 
whereas only 2 Negro babies were thus affected. 


_ In addition, there were 4 white patients in whom 


partial stenosis of the esophagus, apparently of 
congenital origin, were present. Thirteen white 
persons had diverticula of the esophagus, but no 
Negroes were found to have this type of lesion. 
Of 67 patients having hernia of a portion.of the 
stomach through the esophageal hiatus in the 
diaphragm, 63 were white and only 4 were Negro. 


It seems, therefore, that lesions of the eso- 
phagus which may have their origin in congenital 
abnormalities are encountered more frequently in 
the white than in the Negro patient, whereas 
other lesions, except cicatricial stricture of the 
esophagus, which usually results from swallow- 
ing a solution of lye, occur with equal frequency 
in the Negro and in the white person, in accord- 
ance with the density of population. 


Recent studies have suggested that congenital 
deformities, which occur more frequently in 
white than in Negro people, may be the result 
of the universal presence of the Rh factor in the 
latter race. This presence of the Rh factor in 
the Negro may be the reason for the interesting 
difference in the occurrence of certain esophageal 
lesions in Negro and in white persons, which 
fact is difficult to explain otherwise. 


MARBURY AND GOLDMAN: PEPTIC ULCER 


DISCUSSION (Abstract) 


Dr. Milford O. Rouse, Dallas, Tex—Dr. Vinson has 
given us a most interesting and worthwhile contribution 
on the incidence of esophageal lesions in the colored 
race. In our work at Parkland Hospital in Dallas, the 
Proportion between colored and white patients with 
esophageal lesions is approximately the same as Dr. 
Vinson has found in Virginia. 


COMPLICATIONS OF PEPTIC ULCER* 


By Berry Marsury, M.D. 
and 


Mitton L. Gotpman, M.D. 
Washington, D. C. 


Reports show! * that there has been a marked 
increase in the incidence of peptic ulcer since 
the beginning of the war, both in the civilian 
population and in the armed forces. Perhaps as 
part of the program of postwar preparedness, 
more interest is being taken in the disease. 

The many articles appearing in the literature 
by surgeons indicate that they are taking a more 
active part in the treatment of this disease than 
formerly. The surgeon sees a small but ap- 
preciable proportion of chronic peptic ulcer cases 
which do not do well under medical management 
alone, and certain acute cases, such as perfora- 
tion and gross hemorrhage, which fall rationally 
into the surgical column. It is with these that 
we shall deal in this paper. 

The complications of peptic ulcer, from the 
surgeon’s standpoint, may be divided into two 
classes: those that have been operated upon 
previously, and those that have not. Although 
the former group outnumber the latter, the dan- 
ger and difficulty are greatly enhanced when 
further surgery is required upon a case prev- 
iously operated. These factors should make the 
internist cautious in advising operation and the 
surgeon cautious in accepting for operation pa- 
tients suffering from peptic ulcer, until an ade- 
quate medical regimen has been tried or untoward 
complications interrupt. 

The complications most commonly calling for 
surgical treatment are: acute perforation of the 


*Read in Section on Gastroenterology, Southern Medical Associa- 
tion, Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 
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stomach or the duodenum; massive or persistent 
hemorrhage with hypertension (especially in pa- 
tients over 45 years of age); pyloric obstruction; 
gastric ulcers which, because of their position or 
chronicity, are suspected of being malignant; and 
intractable or recurrent ulcers which cannot be 
handled medically. 

The exact cause of peptic (more appropriately 
called “acid”) ulcer is not known. In ali prob- 
ability, a number of factors are involved. The 
dictum “no acid, no ulcer” still holds true, but 
there is much evidence indicating that the pro- 
duction of an ulcer is a mindbody (psycho- 
somatic) affair. 

Weiss and English* think that the ulcer itself 
has no psychological significance whatever; but 
the disturbance in secretion and the change in 
motor activity can be interpreted as a direct 
phychological factor. With the addition of 
some other constitutional or acquired factor, it 
is reasonable to believe that an ulcer may be 
produced. A report from the New York Hos- 
pital* shows that in a series of 81 cases of gastro- 
duodenal ulcer, 90 per cent of the patients were 
poorly adjusted to their surroundings. Spicer, 
Stewart and Winser,* in a report from 16 London 
hospitals, state that during the blitz, the ad- 
missions for perforations were about 35.1 per 
cent; whereas both before and after this period, 
they were 25.5 per cent. 

Much can be predicted from a knowledge of 
the location of a peptic ulcer. The roentgen- 
ologist is of great assistance, for, by use of the 
fluoroscope and films, he can determine the 
position of the ulcer in from 90 to 95 per cent 
of the uncomplicated cases. It may be stated 
briefly that an ulcer on the anterior wall of the 
stomach will perforate and one on the posterior 
wall will bleed. Practically all ulcers on the 
greater curvature of the stomach are malignant, 
as well as 65 per cent of those in the prepyloric 
region.’ Malignancies occur in other locations 
in the following order of frequency: the walls of 
the stomach, the lesser curvature, and the pyloric 
valve. Duodenal ulcers never become malignant, 
or so seldom that malignancy may be discounted 
(only 1 in 31,000 cases as reported through the 
autopsy findings at the General Hospital in 
Vienna) 

Not too much dependence should be placed 


SOUTHERN MEDICAL JOURNAL 


July 1945 


on the size of the ulcer and the amount of free 
hydrochloric acid. The incidence of cancer, how- 
ever, increases progressively with the size of the 
ulcer. Those under 1 centimeter, occurring in 
the stomach are seldom malignant; but those 
measuring 2.5 centimeters or more are malignant 
in the greater number of cases. Allen® found 
that there was a margin of 14 per cent error in 
a group of 277 cases of ulcer at the Massachusetts 
General Hospital. He also found, in a small 
group of 69 cases subjected to gastric resection 
in which the preoperative diagnosis was ulcer, 
that 30 patients (or 43 per cent) had a final 
diagnosis of cancer. He concludes that gastric 
ulcer is fundamentally a surgical lesion and can- 
not be distinguished from cancer in a high per- 
centage of cases. 

There is still no unanimity of opinion as to 
whether carcinomatous changes occur in an ulcer, 
or whether all of the “ulcer-cancer’’ lesions are 
really malignant from the beginning. The specu- 
lations on both sides by those interested in the 
subject are equally convincing. 

It would be nice indeed if an operation to cure 
peptic ulcer would really cure, but such is not 
always the case. Secondary, or jejunal ulcer 
occurs in an uncomfortable number of cases fol- 
lowing the two operations most commonly used: 
gastroenterostomy and resection. In the former, 
the percentage of recurrence has been estimated 
as between 1.7 and 30; and in the latter, around 
0.4 to 10.11 Probably a fair estimate would be 
13 per cent for ulcers following gastroenter- 
ostomy and 4 per cent for those following re- 
section. Jejunal ulcer is practically unknown, 
however, where achlorhydria exists. 

The cause of the secondary, or jejunal ulcer 
is no better known than the cause of the original 
ulcer for which the operation was done. It is 
probable that many factors must be taken into 
consideration. Contributory factors to be consid- 
ered are constitutional tendency (ulcer diathesis) 
and hyperacidity. Holman and Chenoweth” re- 
ported 81 cases of secondary ulcer in which all 
who were carefully studied showed 60 degrees or 
more of free hydrochloric acid. Added to consti- 
tutional tendency and hyperacidity may be the 
position and size of the stoma, the use of non- 
absorbable sutures, or faulty operating technic. 
Also, the patient, by his refusal or inability to 
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follow a suitable medical regimen and his pos- 
sible over-indulgence in food, alcohol or tobacco, 
may play an important role. 

Following a  gastroenterostomy, a jejunal 
ulcer may not appear for years, but it may form 
within 48 hours after the operation.* 

The jejunal ulcer may be followed by the 
same complications as the primary ulcer, namely: 
perforation, hemorrhage or obstruction. 

Perforated peptic ulcers are essentially surgical 
and should be operated on as soon as possible. 
The mortality increases with each hour of delay 
after the first few hours (Allen™ says 5 per 
cent in the first three hours and 18 per cent in 
three to six hours). The perforated peptic ulcer 
is the one type which the surgeon handles @ priori, 
often without the aid of a medical consultation. 

Diagnosis is usually simple. The patient gives 
a history of acute onset of pain, often following 
a heavy meal, drinking bout, or unusual exertion. 
The acute catastrophe may be the first symptom; 
but when the patient is questioned, it is often 
found that there were previous, unrecognized 
evidences of ulcer. If there is profuse spilling 
from a large perforation, the abdomen will be 
boardlike and the patient will protect the abdo- 


men by breathing without muscular motion. 


Exploration is definitely safer than the “wait- 
see” method, when the diagnosis is reasonably 
certain. For this purpose, spinal anesthesia is 
preferable to all others. 

In the care of perforation, most surgeons prefer 
to close the ulcer with a few sutures and to fasten 
a piece of omentum over the suture line. This 
may be obtained from the gastrohepatic or the 
gastrocolic omentum, or both. If excision of the 
callous area is preferred, there may be little of 
the duodenum left except a small strip pos- 
teriorly. This practically constitutes a pylorec- 
tomy. In either case, there seems to be little 
danger of obstruction. X-rays taken a month 
or more later may show little or no deformity. 

During a five-year period (1939-1943), sixty- 
six cases of acute perforation came under surgical 
management at Emergency Hospital, Washing- 
ton, D.C. Of these cases, 50 (or 75.7 per cent) 
were duodenal; 10 (or 15.1 per cent) were 
pyloric; and 6 (or 9.2 per cent) were gastric. 
These cases represent 76.7 per cent of all sur- 
gery of peptic ulcer for the five-year period. 
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This percentage is much higher than that found 
in large surgical clinics where the predominating 
ulcer surgery is elective. The race, sex, age, and 
other factors, however, parallel closely the well- 
known averages. The mortality rate, 11.9 per 
cent (or 8 deaths), is about one-half the per- 
centage of mortality published by Morrison'® 
in a statistical report of 200 cases of perforation 
at the Boston City Hospital. 

Following the catastrophe of perforated pep- 
tic ulcer, the patient should be returned to the 
internist or the gastroenterologist to be under 
medical supervision for the rest of his life, for 
it is believed that “once an ulcer case, always an 
ulcer case.” 

Gross hemorrhage from hematemesis may be 
one of the most dramatic clinical mishaps which 
the internist and the surgeon are called upon to 
handle together. Few situations require more 
cooperation or judgment. 

Massive hemorrhage is understandable when 
viewed in relation to the blood supply of the 
stomach. Ulcers that bleed dangerously are 
usually found in the post-pyloric region, the 
proximal portion of the lesser curvature, and the 
posterior wall of the stomach. Blood vessels in 
this region are the gastroduodenal, the left gas- 
tric, and the epiploic arteries. Gross hemorrhage 
comes from these vessels, outside the stomach 
or duodenum, and not from the flat ulcer of the 
mucous membrane. Finsterer’® has reported 
hemorrhage from the cystic and spleenic ar- 
teries, in addition to those already named. Bleed- 
ing may be from causes other than ulcer, for 
example: esophageal varices, ulceration, dia- 
phragmatic hernia, and certain blood dyscrasias, 
to mention only a few. The bleeding, however, 
is seldom of the massive type. . 

Simple or small hemorrhages, and even large 
hemorrhages in patients under 45 years of age, 
are handled medically. Approximately 70 per 
cent of the bleeding ulcers may be so classified. 
The surgeon is concerned with the remaining 30 
per cent, patients over 45 years of age who have 
massive hemorrhage. 

In several large series it was found that 20 
per cent (or 1 in every 5) of the persons suffer- 
ing from peptic ulcer experienced one or more 
hemorrhages during the course of the disease. It 
has been said that a patient does not bleed to 
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death during his first hemorrhage. This would 
certainly obtain for the younger age group, but 
it is. doubtful that the same can be said of those 
in the older age group. Blackford?° studied the 
vital statistics of the city of Seattle over a five- 
year period (1935-1939), and found that 78 
per cent died following the first hemorrhage. It is 
curious to note that in a series of cases reported 
by Gordon-Taylor,”! the same percentage (78 
per cent) died following the second hemorrhage, 
and that with each successive hemorrhage the 
death rate mounted higher. 

Walters”? shows that when all types of peptic 
ulcer are considered, the mortality from bleed- 
ing ulcer is exceedingly low (not more than one 
to three per cent). However, in the older age 
group, approximately 50 per cent of those who 
bleed have massive hemorrhage, and of these, 
more than 30 per cent, if treated medically, die. 

In estimating the frequency of cases that will 
require surgery, it is necessary to have several 
factors in mind: the age of the patient, the posi- 
tion and duration of the ulcer, the presence or 
absence of hypertension, the hemoglobin and 
red cell count, blood pressure, and general evi- 
dence of shock. All of these will help in de- 
termining the probable outcome, and whether 
conservative or surgical treatment will best 
suffice. 

The final decision should not be made in a 
hurry, nor should it be delayed more than 48 
hours, if in the meanwhile, the patient does not 
improve with rest, sedation, transfusions, and 
other supportive treatment. Most cases aided by 
surgery have been operated upon in the first two 
days. After two days, the mortality increases 
in proportion to the length of time since the 
onset of bleeding. If, after the operation, the 
patient dies, his death is credited to surgery; but 
it might more properly be attributed to delay. 

Bleeding is relatively more frequent in both 
gastric and jejunal ulcer than in duodenal ulcer. 
In spite of this fact, more duodenal ulcers re- 
quire surgery simply because there are more 
duodenal ulcers. Let us consider a bleeding duo- 
denal ulcer. It might not be too great a flight of 
the imagination to compare an open wound in 
the duodenum to an open wound on the surface. 
Let us say that in the former, the hemorrhage 
was from the gastroduodenal artery, and in the 
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latter from the radial artery. Obviously, we 
would tie off the vessel in the forearm for fear 
of continuous or recurrent hemorrhage. In the 
duodenum, we sometimes hesitate because the 
vessel is more inaccessible and ligation of the 
vessel involves a serious operation. Because of 
these factors and the difficulty of judging the 
amount and persistence of the hemorrhage, there 
is a great temptation to procrastinate. However, 
the danger lies, not so much in the operation 
itself, as in the amount of blood the patient lost 
before the operation. 

There has been some hesitancy on the part of 
the profession to give transfusions in massive 
hemorrhage, fearing that by raising the blood 
pressure the thrombosed plug, if it has formed, 
might be “blown out” and fresh bleeding started. 
As a matter of fact, there is no evidence to show 
that a small or moderate transfusion will raise 
the blood pressure to a point where this is likely 
to happen. A much more rational explanation of 
repeated hemorrhages is that the clot which was 
formed has been digested, after two or three 
days by the hydrochloric acid; and unless the 
vessel is handled mechanically in the meantime, 
there will be a recurrence. On the other side of 
the picture, it has been observed that a patient 
with low blood pressure may continue to bleed. 
The decision as to transfusion cannot rest upon 
the blood count and hemoglobin, as the blood 
volume may be reduced to a dangerously low 
level without its showing in the early stages. 
Also, the first blood picture may appear reason- 
ably good due to dehydration. Allen?* says, 
“We have seen patients die from lack of blood, but in 
no incidents have we seen transfusions responsible for 
fatal hemorrhage.” 

Many authors have tried to lay down criteria 
for surgical interference in massive hemorrhage. 
Most of them agree that the surgeon should in- 
terfere when the hemorrhage is severe (not the 
usual “simple” or “small” hemorrhage); when 
the hemorrhage is recurrent; when the ulcer con- 
tinues to bleed after the patient has had one or 
more transfusions; or when the ulcer is of long 
standing and the patient is 45 years of age or 
older. The final decision cannot be based on any 
statistical data, as these are often misleading, 
being gathered from unrelated groups. The final 
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decision will depend on the combined judgment 
of the medical and surgical attendant. 

Theoretically, the most satisfactory surgical 
treatment for massive hemorrhage is partial 
gastrectomy. This operation both removes the 
ulcer and reduces the acid-secreting part of the 
stomach, thereby guarding against recurrence. 
When the condition of the patient will not per- 
mit such a radical procedure, the duodenum or 
the stomach may be opened and the bleeding 
vessel sought and tied with non-absorbable su- 
ture. Usually, the vessel will be found at the 
bottom of the crater of a callous ulcer and out- 
side the stomach or the duodenum. 

The anesthesia in these cases is important. 
Ether is not the anesthesia of choice, as it has 
a deleterious effect on the parenchymatous or- 
gans (especially the liver, kidney and brain), and 
does not give good relaxation. Finsterer?* per- 
forms all operations for acute hemorrhage under 
local anesthesia, avoiding, if possible, a splanchnic 
anesthesia because of its depressing effect. 

We are in hearty accord with Meyer and 
Steigman®® in their preference for spinal an- 
esthesia, except that we prefer continuous spinal 
pontocaine instead of the single injection of 
nupercaine. They say: 

“In spite of the possible theoretical objections to spinal 
anesthesia because of the low blood pressure in patients 
with bleeding ulcer, we have used it routinely without 
untoward results. If necessary, blood pressure can be 
raised promptly by injection of ephedrine and kept up 
by a more rapid transfusion of blood. Frequently, a 


low blood pressure is intentionally maintained until the 
bleeding vessel is found and ligated.” 


The question may be asked: What price op- 
eration in gastric and duodenal hemorrhage? As 
would be expected, the statistics do not give the 
exact answer because they are often dealing with 
dissimilar groups. In some series, all types of 
hemorrhage are included, the massive and the 
simple. At the Lahey Clinic, 2° the mortality 
is 4.6 per cent, or 5 deaths in 108 cases; but this 
calculation includes moderate as well as severe 
hemorrhage. Gordon-Taylor2’ reported 21 per 
cent mortality after conservative treatment, and 
9 per cent mortality after he began operating 
early. Finsterer’s** mortality is 5.1 per cent 
for all cases requiring operation, but it is not 
clear as to his choice of operation for the dif- 
ferent groups, or the severity of the cases. These 
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percentages represent the best in gastric surgery, 
but we are quite certain that they cannot be 
duplicated by and large. 

The operation of choice for peptic ulcers, 
excluding perforation and obstruction of the 
pylorus, is resection. The different forms of 
pyloroplasty and local resection, such as the 
Billroth I, are seldom resorted to, because of 
the frequency of recurrent ulcer. It is true that 
any operation which connects the mucous mem- 
brane of the stomach with the mucous membrane 
of the intestine may result in ulcer; but when 
three-fourths of the stomach is removed, along 
with the prepyloric area, the results are usually 
satisfactory. 

Gastroenterostomy is still the operation of 
choice in old, burnt-out callous ulcers causing 


_ obstruction. These should be distinguished from 


the cases of obstruction from edema where the 
ulcer is still active. The Hofmeister antecolic 
resection, or some modification of it, is probably 
the simplest and most satisfactory operation. A 
long loop of the first part of the jejunum is 
brought over the colon and the omentum, and 
anastomosed to the remaining stump of the 
stomach. The anterior approach has two ad- 
vantages over the posterior gastroenterostomy: 
(1) if further surgery is necessary because of 
a secondary ulcer, the complication is much 
easier to handle; and (2) the possibility of a 
gastrojejunocolic fistula is obviated. An enter- 
ostomy should not accompany an antecolic 
anastomosis as it shuts off the alkaline contents 
of the duodenum from the stomal area and pre- 
disposes to secondary ulcer in that region. 

The Finsterer exclusion operation is of great 
advantage where the ulcer in the duodenum lies 
near the entrance of the common duct making it 
impossible to turn in the distal portion with 
safety. If the mucous membrane of the pre- 
pyloric area is removed, the results approximate 
those of resection of the duodenum. We do not 
use the de Petts sewing machine, as advocated by 
some, feeling that it has no great advantage over 
properly applied clamps. Wangensteen suction is 
continued for several days following operation. 


A trans-duodenal ligation of the bleeding ves- 
sels, accompanied by gastroenterostomy, should 
be resorted to more frequently in those desper- 
ately ill cases that would not withstand resection. 
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SUMMARY AND CONCLUSION 


There is a definite neurogenic factor under- 
lying the development of peptic ulcer. 


Continuous spinal is the anesthesia of choice 
in most operations for peptic ulcer. 


There should be no hesitancy in using moderate 
but adequate amounts of whole blood for trans- 
fusion in gross hemorrhage. 


Transduodenal ligation or partial resection 
should be considered for those in the older age 
group (over 45) who have gross hemorrhage 
and who do not respond to conservative treat- 
ment during the first 24 to 48 hours. 


In the two great emergencies that may ac- 
company peptic ulcer, perforation and gross 
hemorrhage, the surgeon’s chief responsibility 
is to save the patient and not to cure the ulcer. 


We believe that the mortality in peptic ulcer 
cannot be improved beyond a certain point by 
medical treatment alone. If it is to be lowered, 
certain cases must come under surgical man- 
agement. We are of the opinion that if the 
medical attendant were also a surgeon, more 
cases would be operated upon at the time when 
surgery would do the most good. 
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DISCUSSION (Abstract) 


Dr. Ivan C. Berrey, Birmingham, Ala—The diagnosis 
of gastric lesions is extremely interesting and at times 
quite difficult. I do not quite agree with the feel- 
ing that we cannot always be pretty definite about 
what they are. I think the great majority, possibly 
sixty-five per cent, of the prepyloric lesions are con- 


. Sidered malignant and any lesion in this area should be 


considered as surgical. Lesions of the greater curvature 
are about 100 per cent malignant. The lesser curvature 
ulcer is an entirely different picture. I do not think the 
size of the ulcer is of any importance in differential 
diagnosis between simple ulcer and carcinoma. Some of 
the largest lesions I have ever seen of the lesser curva- 
true were benign. I have seen only two such ulcers that 
were so large that they would not disappear radiologi- 
cally in three weeks’ time. If you take a patient with a 
lesser curvature ulcer and put him to bed with active 
ulcer management, antispasmotics, etc., and fluoroscope 
the stomach in seven days you will be surprised at the 
number of these ulcers that will completely disappear in 
this time. Some may require 14-21 days to disappear. 
If the lesion completely disappears in less than three 
weeks’ time I feel that we are pretty safe in saying the 
lesion is not malignant. I have just recently seen a man 
in whom the lesser curvature ulcer disappeared in 7 
days but the radiologist insisted that there was a per- 
sistent prepyloric deformity. The patient was advised to 
have surgery and on exploration the stomach was found 
to be perfectly normal. The stomach was opened and 
the mucosa appeared normal. 

Lesser curvature lesions can be correctly diagnosed, 
I believe, in the vast majority of instances. It requires 
the fullest cooperation between the radiologist, internist 
and, of course, the surgeon. In any case where the lesion 
does not disappear within three weeks’ time the surgeon 
should be called in and the case explored. Just one point 
in regard to the x-ray films of lesser curvature lesions. 
If the halo of the lesion is outside the line of the lesser 
curvature the lesion is probably benign but if the halo 
is within the line of the lesser curvature, the lesion is 
probably malignant. 


Dr. William Earl Clark, Washington, D. C. — We 
probably have been too cautious about giving large 


amounts of blood to patients bleeding with peptic ulcer. 
If I had seen this particular patient early enough, massive 
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transfusions might have changed the outcome. I really 
doubt this, however. By the time I saw him he was 
practically exsanguinated, and before we could even give 
plasma he had ceased breathing. At autopsy there was a 
large open vessel at the base of the ulcer caught in scar 
tissue. According to Bockus, massive bleeding in such 
cases is almost always fatal, as the vessel is unable 
to retract. 

In regard to sedatives, we feel that allaying of anxiety 
and restlessness is most important. On account of the 
tendency of morphine to cause nausea we do not use it. 
One-sixth of pantapon, or 1/32 of dilaudid or pheno- 
barbital given hypodermically are effective in allaying 
anxiety and restlessness. We never use large doses, nor 
do we give even small doses close together. I never 
recall a case in which the use of sedatives did anything 
but good in hemorrhage cases, and I think most clinicians 
feel that way. 


POSTWAR TROPICAL DISEASE 
PROBLEMS IN THE UNITED 
STATES* 


By Frep A. Butter, M.D.t 
and 
James J. Sapero, 


Washington, D. C. 


INTRODUCTION 


The return of military personnel from the over- 
seas fighting zones is causing active speculation 
and investigation as to whether our homecoming 
soldiers, sailors and marines will serve to intro- 
duce new and dangerous disorders into our fa- 
miliar domestic family of diseases. Such an in- 
terest on the part of the medical profession is 
timely when it is recalled that the wide range of 
many infections is a result of man’s travels over 
the earth. The vast pandemics of plague, cholera, 
and influenza which have swept the world were 
carried from village to village, country to country, 
and continent to continent by the travellers and 
immigrants of the past. It therefore behooves us 
to weigh carefully the disease problems which 
may face us, in that our forces during this war 
have operated and are operating on all the con- 
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tinents of the earth and many of the islands of 
the Pacific. 


GENERAL CONSIDERATIONS 


A modern and realistic consideration of these 
problems must assay many factors other than 
the mere presence of a disease in overseas areas 
occupied by American troops and its absence in 
the United States. It must be remembered that 
despite great amounts of travel and immigration 
in the past from certain areas which are hotbeds 
of tropical diseases, such as China and the Near 
East, many diseases have not gained a foothold 
in the United States. Several diseases common to 
the tropics were once present in endemic foci in 
the United States, but have now virtually dis- 
appeared from this country, and others are 
greatly diminished. This may be held true of 
yellow fever, which was occasionally epidemic in 
the Gulf States and as far north as Baltimore 
and Philadelphia before 1906; the considerable 
decrease in helminthic infections and malaria 
during the past decade; and the virtual absence 
of filariasis which was once present in certain 
Southern seaports. 

The failure of various tropical diseases to 
become prevalent in the United States is in 
part due to natural inhibitory factors, such 
as an adverse climate and absence of vectors, 
and in part to improved standards of living and 
health practices which act effectively against 
spread of these diseases. The subsidence of 
certain diseases such as malaria, yellow fever, 
typhoid, and hookworm infestation has come 
with improved living conditions, a more educated 
public, and a greatly improved public health 
system. It is therefore obvious that it does not 
follow that the diseases of vastly different trop- 
ical countries, even when very prevalent among 
our troops in these countries, will spread in the 
United States. Limited support is given this 
conclusion by the experience of the last war, when 
neither British nor American troops introduced 
new and lasting diseases into their homelands. 
Of far more importance is the fact that during 
the last two years of the present war many thou- 
sands of soldiers, sailors and marines who have 
contracted tropical diseases overseas have re- 
turned to this country, and, to date, there have 
been no outbreaks of these diseases in this coun- 
try and very few reports of transmission. 
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On the other hand, it would be premature to 
assume without a careful investigation of the 
facts that new diseases cannot be introduced into 
this country by returning troops. Never before 
in our history have such vast numbers of men 
from all areas of the United States lived and 
fought for long periods under difficult conditions 
in remote, disease ridden, primitive, and insani- 
tary portions of the globe. New strains of familiar 
diseases have been encountered, and unfamiliar 
diseases, once mere obscure textbook names to 
our overseas medical officers, have become com- 
mon. Large numbers of our troops have become 
infected and many are still suffering from certain 
tropical diseases. 

An analysis of the nature, and prevalence of 
the important tropical diseases will furnish much 
valuable information and make certain con- 
clusions possible in regard to their spread in the 
United States, but the actual experience of the 
next few years will render a final judgment on 
all prognostications made presently. 


Specific Diseases——Each of the several trop- 
ical diseases with which it is felt that we have 
present or may have future concern will be dis- 
cussed in particular relation to any role it may 
possibly play in the United States. Other dis- 
eases will be mentioned merely to point out that 
they are not disease threats. Diseases common 
to the Pacific Ocean and Far East are stressed, 
in that within this broad area, including India, 
Burma, Malaya, China, and the Pacific Islands, 
we have encountered our major tropical disease 
problems. Present developments also seem to 
point to this great tropical area as our principal 
disease battlefront for the remainder of the war. 

The diseases to be discussed or mentioned are 
malaria, dysentery, dengue, filariasis, scrub 
typhus, infectious jaundice, cholera, plague, schis- 
tosomiasis, relapsing fever, endemic typhus, 
Japanese “B” encephalitis and leprosy. Malaria, 
the dysenteries, dengue, filariasis, scrub typhus, 
and infectious jaundice have been already en- 
countered in military operations in the Pacific. 
The remaining diseases listed exist in areas still 
occupied by the enemy and their full military 
significance can become evident only in time. 

(A) Malaria—Malaria in past years has been 
widespread throughout this country although it 
has decreased greatly during recent years and 
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is at present largely restricted to certain en- 
demic areas in the Southern States. The South 
has during the past two years enjoyed the lowest 
malaria rates known for this area. Anopheles 
mosquito vectors, however, are still present to 
some extent in virtually all states. It is there- 
fore theoretically possible to reintroduce ma- 
laria into almost all parts of the country. Ac- 
tually, inhibitory factors, as previously cited, 
such as improved housing, prompt and effective 
malaria therapy, and a greatly enlightened public 
attitude toward malaria have, despite the pres- 
ence of anopheles, rendered most of the United 
States malaria free. Granted that such factors 
are still active, and there is no reason to assume 
they are not, it would follow that the only areas 
likely to allow imported malaria to flourish are 
those which are still endemic for domestic ma- 
laria. Therefore, spotty outbreaks of imported 
malaria could possibly develop in the vicinity 
of carriers in present non-malarious areas but 
they should not persist or spread. This view 
is given credence in that annually many chronic 
carriers of malaria move about the United States 
from malarious to non-malarious areas without 
causing appreciable outbreaks in malaria free 
areas. It has even been estimated by some that 
the carriers among returned military personnel 
will never approach in number our domestic 
group of wandering carriers. 

The foregoing somewhat favorable view must 
be modified in some respects by a consideration 
of Pacific malaria. The existence of varying 
strains or races of malaria within species and 
the varying characteristics of different strains 
have been well established for the malaria of 
the United States.1 The characteristics of the 
species and strains of malaria common to the 
South and Southwest Pacific were at the onset of 
the war, an unknown quantity. However, with 
the development of thousands of cases of Pa- 
cific malaria over a two-year period the species 
of malaria have become fairly well known, and 
certain important characteristics of Pacific 
malaria have become evident. 


Quartan malaria has been a negligible factor 
comprising less than 1 per cent of total malaria. 
The falciparum, or malignant tertian malaria 
of the Pacific has been responsible in large 
part for several severe epidemics of malaria. This 
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type of malaria, however, has shown very little 
latency and a comparative absence of complica- 
tions. Recurrence rates have been extremely 
low, apparently less than 5 per cent. It is con- 
sidered highly unlikely that Pacific falciparum 
malaria will be imported into the United States, 
in that the several weeks to months usually in- 
tervening between exposure and return to the 
United States would be ample to allow complete 
and final recovery in most cases. This is un- 
doubtedly true, as few cases of falciparum ma- 
laria have appeared in West Coast hospitals. In 
addition, the common use of suppressive atabrine 
therapy overseas would appear to act as a true 
permanent preventive of clinical falciparum ma- 
laria thus immeasurably lessening chances of 
transmission. 

Pacific vivax or benign tertian malaria, on the 
other hand, is extremely chronic and given to 
frequent recurrences over prolonged periods caus- 
ing great loss of man days and efficiency. In 
comparison with domestic benign tertian malaria 
two to three times as many recurrences may be 
expected per infection for the Pacific strain. 

In a paper now in preparation by the authors 
the marked susceptibility of the American Negro 
to Pacific vivax is pointed out. In brief it has 
been found that, at variance with the well 
known tolerance of American Negroes of the 
South to domestic vivax malaria, the American 
Negro in the South Pacific demonstrated equal 
susceptibility with whites to benign tertian ma- 
laria. The tendency toward relapses was also 
approximately equivalent to that of the white. 

Atabrine in suppressive dosage apparently only 
postpones development of clinical vivax malaria 
during the period of regular administration. On 
cessation of atabrine recurrent clinical attacks 
are resumed and gametocytes appear in the blood 
stream. Many and varying courses of therapy 
for acute attacks have been devised and tried in 
an effort to effect a true cure, without success. 
Clinical activity may be readily controlled by 
atabrine, or quinine, or combinations of the 
drugs, but such courses of therapy have no ap- 
parent preventive effect on the development of 
later recurrent attacks. 

Unsubstantiated opinion at present is that 
Pacific vivax malaria will run a mean course of 
about two years duration before the infection is 
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finally lost from the body. It is certain that a 
large number of troops have retained infections 
demonstrating periodic clinical activity for well 
over one year, and a certain number of men have 


retained infections for over two years. This 
typical course of vivax is well illustrated by the 
observation that while Naval hospitals in the 
United States had a large census of malaria 
patients in the middle of 1943, census figures 
have since steadily declined, and very little 
malaria is seen slightly over a year later. 

In this connection a statistical study has been 
made of 518 unselected sailors and marines who, 
during the first three months of 1943, contracted 
vivax malaria in the Pacific or had recurrent 
vivax malaria. This study is summarized in 
Table 1. While the total amount of recurrent 
malaria in this group is diminished by the 
varying administration of suppressive atabrine, 
only a small proportion of this group received 
regular suppression, and far less suppression was 
administered by the end of 1943 than at the be- 
ginning. The progressive decline in recurrence 
rates is felt to be typical and generally indicative 
of the subsiding course of the disease, in that 
very few of the cases making up this study were 
infected before October 1942, and none before 
April 1942. 

From the foregoing discussion of malaria the 
following facts and impressions appear of im- 
portance: 

(a) Due to its prolonged course numbers of 
vivax malaria cases have already returned from 
the Pacific. However, these cases are subsiding, 


Jan.- Apr.- July- Oct.- 
Mar June Sept. Dec. 
1943 1943 1943 1943 


Number individ- 
uals having at- 
tacks (initial or 
recurrent) 518 


Number relapsing per 3 
mo, period 142 59 


Per Cent relapsing per 
3 mo. period 224 


Total number individ- 
uals relapsing 


186 74 19 


Total per cent relaps- 

Number clinical at-_ 
180 69 


59 


*Total relapse rate for Apr.-Dec. 1943—-52 per cent. 
71,168 clinical attacks in 518 individuals during 1943. 
Table I 
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and it is thought that few cases will last beyond 
two years. 

(b) No appreciable transmission of malaria 
from troops to civilians has occurred despite 
the presence of these cases in this country. 

(c) The Pacific strain or strains of benign ter- 
tian malaria differ from domestic vivax malaria, 
in certain respects, notably the tendency of the 
Pacific strain to frequent attacks, poor response 
to standard therapy, and its effect on the Ameri- 
can Negro. 

(d) The danger in regard to Pacific vivax 
malaria is not that it will cause malaria to be- 
come widespread over the country again, but 
that a new and virulent strain or strains of 
vivax malaria may be introduced. 

(e) The only population groups possibly to 
be affected appreciably are those in endemic 
malaria areas. Of some concern is the potential 
threat to the large southern Negro population 
which has previously been protected to some ex- 
tent by a racial tolerance to domestic benign 
tertian malaria. 

The development and maintenance of vigorous 
malaria control projects in endemic areas would 
appear the most effective means of controlling 
the above hazard. The private physician can be 
of great assistance in actively advocating and 
supporting such projects. 

He will in addition be called upon to treat 
acute attacks of this new malaria in discharged 
troops. Clinical attacks will present little that 
is new, and conventional therapy will be found 
effective in controlling symptoms. Recurrences 
must be expected until the disease has run its 
course. 

(B) Dysentery—The dysenteries, amebic and 
bacillary, like malaria, are already well estab- 
lished in this country, and it would actually 
appear that much of the dysentery which has 
occurred in the Pacific Islands has been due to 
carriers among the troops themselves. 

Amebiasis has constituted no particular prob- 
lem to date, and experience with this disease 
may be said to be approximately that expected 
in the United States. It is possible that a con- 
siderable proportion of infections is being over- 
looked, and private physicians should be on the 


alert for the many manifestations of this disease 
among returned military personnel. 


Bacillary dysentery, as is well known, is a 
disease brought on by poor sanitation. In a mili- 
tary situation it is inevitable and usually epi- 
demic when latrines and garbage are uncovered 
and the dead are unburied thus allowing develop- 
ment of hordes of flies, and field kitchens are 
unscreened setting up a feces to food circuit for 
the fly. When equivalent conditions occur in 
this country, bacillary dysentery likewise occurs, 
It may be that a larger percentage of troop car- 
riers will return than left the States, but any 
appreciable increase in bacillary dysentery would 
appear highly unlikely unless there is severe de- 
terioration in the standards of sanitation in this 
country. Cases have responded well to sulfa 
drugs, particularly sulfadiazene, and virtually no 
deaths have occurred. Shiga type dysentery has 
not been reported among troops in the Pacific 
Islands or China and the bulk of infections have 
been of the paradysentery type. Shiga dysentery 


was prevalent in troops during the early mili- 


tary disaster in Burma and has been sporadic 
since in Burma and Assam. 

(C) Dengue Fever—Dengue fever, or break- 
bone fever, an acute non-fatal, virus disease was 
epidemic in the Southern States in 1922 and 
1934. It is at present considered endemic in 
south Florida and possibly other areas of this 
country. It is common on many islands in the 
South, Southwest and Central Pacific, and sev- 
eral severe epidemics have developed among our 
troops.?® As generally encountered the disease 
lasted from 5-7 days, and was followed by 6-12 
months of immunity. The incubation period is 
thought to be 7-12 days. Considering the time 
generally required to return personnel to the 
United States from the Pacific importation of 
active infective cases would seem unlikely, and 
spread from West Coast ports, where suitable 
mosquito vectors are not known to exist, even 
more unlikely. This assumption is well supported 
by the experience of this war in that no cases 
have developed on the West Coast, despite the 
presence of dengue in Hawaii. Should cases de- 
velop physicians should bear in mind that there 
is no specific for dengue. While productive of 
extreme discomfort and often considerable pros- 
tration, it is never fatal and is best treated by 
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good nursing care, and the liberal administration 
of analgesics. 

(D) Filariasis—Many American troops in 
Samoan area® and other Pacific areas have con- 
tracted filariasis from the indigenous natives, in 
whom the disease is hyperendemic. Because of 
the incapacitating nature of the primary attack 
of filariasis (mumu), the tendency to recurrence 
over a period of one to two years or longer, and 
the widespread apprehension among troops rela- 
tive to the possibility of developing secondary 
elephantiasis, this disease has been a prime 
military health problem. 

It would appear as a result of the studies of 
Coggeshall* and his group at Klamath Falls, 
Oregon and others, that following a period of 
one and one-half to two years after exposure to 
infected mosquitoes primary clinical activity is 
subsiding in the great bulk of infected troops. 
The lymphangitis and lymphadenitis typical of 
these attacks will apparently leave little or no 
residual fibrosis. 

Whether this indicates the end of the filarial 
process in these troops cannot be entirely de- 
termined at present. On the basis of the com- 
paratively brief exposure of American troops, 
as compared with the lifelong exposure of the 
indigenous natives to infected mosquitoes, the 
bulk or extent of troop infection with micro- 
filaria is slight and should not, on a probability 
basis, give rise to as much terminal tissue dam- 
age. This conclusion is in line with the observa- 
tion of European civilian residents of endemic 
areas, that while Europeans, with far less ex- 
posure to infected mosquitoes, do develop mumu, 
terminal elephantiasis is rare. 

The possibility of returned troops being able 
to constitute a source of infection for the gen- 
eral population of this country is dependent 
upon two factors. First, troops must harbor a 
sufficient number of adult filariae and an ade- 
quate concentration of circulating microfilaria to 
be freely infective for mosquito vectors. Second- 
ly, mosquitoes capable of transmitting micro- 
filaria must exist in quantity and have access to 
filarial personnel and other individuals. Blood 
studies to date on large numbers of infected men 
in this country and overseas have served to find 
no circulating microfilaria, with the exception of 
a very few men who have shown an extremely 
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scanty infection. It may thus be said that to 
date there has been no opportunity for trans- 
mission in this country due to the absence of a 
source of infection. It is unknown whether some 
men may later develop blood stream infections 
of sufficient density to be infective for mos- 
quitoes, but the paucity of blood microfilaria 
after two years would suggest that this will be 
uncommon and probably rare. 

Recent work by Scott® and others has shown 
that several varieties of domestic mosquitoes 
are capable of transmitting microfilaria of Carib- 
bean origin, but certain differences exist between 
the filaria of the South Central Pacific and those 
of the Caribbean. Bromberg, Byrd, and St. 
Amant® working in Samoa were unable to infect 
Culex quinquefasciatus, the classic vector of 
filariasis, with the Samoan strain in appreciable 
numbers, and it is felt at this point that some 
doubt exists as to whether a suitable mosquito 
vector for Samoan filariasis is present on the 
West Coast. 


In the light of the foregoing, it is thought that 
the civilian physicians of the United States need 
expect only occasionally to encounter service 
men who are suffering from recurrent attacks 
of early filariasis. Such men will require rest or 
restriction of movement during the period of 
clinical activity. The mental attitude toward 
the disease is important from the standpoint of 
return to normal life, and the patient should be 
reassured that his attacks will in all likelihood 
become milder and eventually cease, leaving no 
residue. 

(E) Scrub Typhus——Scrub typhus, or mite 
borne typhus, or tsutsugamushi disease has de- 
veloped sporadically or in sharp localized epi- 
demics in our troops in scattered areas of the 
Solomons and Bismarch Archipelago. This dis- 
ease is one of the less well known members of 
the typhus or rickettsial family. 

It is transmitted by certain mites or chiggers 
(red bugs) of the trombiculid type common to 
the Pacific area. In Japan proper the existence 
of a rodent host and reservoir of infection has 
been established, but host-parasite relationships 
have not yet been clearly worked out in the 
South and Southwest Pacific. These mites are 
not present in the United States, and, so far as 
is known at present, transmission of the disease 
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in the United States is dependent on introduction 
of the specific vector from the Pacific. The 
fairly complicated life cycle of the mite and its 
requirements as to humidity, vegetation and 
hosts would suggest that introduction of infected 
mites would be difficult and probably unlikely. 


Scrub typhus varies greatly in severity, last- 
ing from one to six weeks. It is characterized by 
a primary eschar at the site of infection; a pro- 
longed remittent fever; a maculo-papular rash; 
and severe circulatory, neurological, and mental 
symptoms and signs. Treatment is symptomatic, 
and excellent nursing care and fluid maintenance 
are essential to recovery. Convalescence is pro- 
longed due to debilitation and cardiac damage. 

(F) Infectious Hepatitis—Outbreaks of an 
acute febrile disease characterized by a low 
grade remittent fever, jaundice, a tender and 
enlarged liver, aching, and nausea and vomiting 
occurred on certain islands of the South and 
Southwest Pacific’ during 1942, ’43 and 744. 
The disease was non-fatal and usually lasted 
about 7-14 days, leaving no after effects. Re- 
peated examinations revealed no blood spiro- 
chaetes, and the disease is suspected of having 
a virus etiology. Mode of transmission is also 
unknown. Its potentialities in regard to extensive 
spread are uncertain other than that the above 
mentioned outbreaks have been limited to this 
area, despite much travel to other areas from 

the South Pacific during this time. 

(G) Cholera——Cholera has not been con- 
tracted by American troops in the Pacific or Far 
East to date despite its endemic presence in 
China, India, Burma, and elsewhere. Like ba- 
cillary dysentery and the salmonella infections 
it may be expected in troops in endemic areas 
only when basic sanitary practices in regard to 
drinking water and the preparation of food break 
down. Its introduction into this country and 
the likelihood of appreciable spread among the 
civilian population, in the light of existing sani- 
tation and knowledge, would seem _ highly 
unlikely. 

(H) Plague.—Plague, like malaria, already is 
present in the United States as evidenced by 
the extensive surveys and campaigns against 
sylvatic and human plague in the Western States. 
American troops overseas have to date not de- 
veleped plague, although they have operated in 
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several areas where plague has occurred, notably 
New Caledonia, India and China. If this present 
experience of approximately two years is indica- 
tive of future experience in similar areas no 
appreciable plague problem may be expected. 

(1) Schistosomiasis —Schistosomiasis, caused 
by Schistosoma japonicum, a fluke, is transmitted 
by entry through the skin of cercariae. Their 
intermediate hosts are small Oriental snails, 
Should American troops contract this infection 
while operating through infected swamps or 
flooded rice paddies, American physicians may 
have opportunity to treat cases of this chronic 
and debilitating disease. 

This disease is characterized by chronic dy- 
sentery, liver and spleen enlargement and sec- 
ondary development of ascites, anemia, and 
liver cirrhosis. Early cases respond well to tartar 
emetic, emetin, or fouadin, but treatment of late 
cases is extremely difficult due to permanent 
tissue damage. ’ 

As far as is known at present transmission of 
schistosomiasis in the United States is im- 
possible due to the absence of a proper snail host. 

(J) Endemic Typhus and Relapsing Fever— 
Endemic typhus and relapsing fever, a louse 
borne spirochaetal disease, both common to the 
Far East, may be encountered by troops. The 
prevention of typhus in U. S. troops in Naples, 
despite much civilian typhus, and the prompt 
control of the civilian epidemic with DDT lends 
strength to the belief that, with the aid of DDT, 
these formidable diseases can be readily avoided 
in the Orient. 

(K) Japanese “B” Encephalitis —This severe 
encephalitis common to Japan and, like equine 
encephalitis and St. Louis encephalitis trans- 
mitted by a mosquito, is another obscure disease 
which merits mention. In that suitable mosquito 
vectors for this disease do exist in the United 
States, its exact future behavior cannot be pre- 
dicted should it be encountered by American 
troops. 

(L) Leprosy.—Leprosy is widespread through- 
out the Pacific and Far East. Due to the gen- 
erally poor care of lepers much inapparent con- 
tact occurs. The possibility that a few troops 
will contact this chronic disease is very real,’ 
and physicians during the postwar period should 
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make an effort to detect and segregate early 
cases. 


SUMMARY AND CONCLUSIONS 


Many so-called tropical diseases once common 
in the United States have disappeared or are 
declining in incidence due to improved health 
practices. Natural absence of vectors and dif- 
ferences in climatological and other environ- 
mental factors make the introduction of certain 
tropical diseases unlikely or impossible. The ex- 
perience of World War I and, far more signifi- 
cant, two years experience during the present war 
have failed to bring to light any instances of 
appreciable introduction of new diseases into this 
country. 

It is not believed that malaria carriers among 
returned military personnel will cause a signifi- 
cant increase in total U. S. malaria, or will cause 
an appreciable reappearance of malaria in areas 
now malaria-free. The only disadvantage likely 
is that a new strain of vivax malaria may be in- 
troduced into endemic malaria areas. This strain 
has a one to two years course and recurs fre- 
quently during this period. The American Negro 
has no apparent racial resistance to this strain 
of benign tertian malaria. 

While it is thought possible that considerable 
amounts of amebiasis may be contracted over- 
seas and much bacillary dysentery has and will 
occur during active combat, it is not believed that 
the dysentery will constitute a serious post-war 
problem. 

Dengue, while epidemic in the past in the 
United States, has not to date spread from the 
Pacific despite several severe outbreaks in the 
South and Central Pacific. 


Scrub typhus would appear to be barred from 
this country by the absence of a suitable mite 
vector, and should be of concern only should 
such a vector be introduced. 


It has been impossible for filariasis to spread 
to the civilian population from troops having this 
disease due to the absence of patients harboring 
blood microfilaria at all or in sufficient density to 
infect mosquito vectors. In that the disease ap- 
pears to be subsiding it would not appear that 
significant numbers of effective carriers will de- 
velop among the men currently infected. 


Several other diseases of the tropics are poten- 
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tial or actual disease hazards to troops in the 
Pacific and Far East, such as infectious jaundice, 
cholera, plague, schistosomiasis, endemic typhus 
and relapsing fever. In general these diseases 
already exist in the United States or are con- 
sidered as unlikely invaders. Relatively little 
is known of Japanese “B” encephalitis and the 
type of infectious jaundice encountered in the 
Pacific. Leprosy may appear in a very small 
number of returned troops. 

Viewing the problem broadly it is felt that 
there is no cause for alarm regarding postwar 
morbidity from tropical diseases in the civilian 
population. An intensification of interest in 
tropical medicine is strongly indicated, neverthe- 
less, for several reasons. The postwar physician 
will be called upon to treat occasional recurrent 
attacks of tropical diseases in returned service 
personnel. The prevalence of these diseases 
overseas has stimulated great lay interest, as well 
as apprehension, and the physician will be looked 
to as a source of accurate and up-to-date infor- 
mation. The bitter overseas fight to prevent 
tropical diseases has served to enhance interest 
in and underline the importance of public health 
measures, and the private physician must keep 
abreast of such developments. Finally, a global 
war and the multi-motored airplane have made 
the world much smaller, and areas once remote 
will draw much closer to us. If America is to 
have vast postwar commitments and responsi- 
bilities around the globe, Americans will travel 
as never before, and the diseases of the tropics 
will become familiar and of great economic and 
political importance. The American physician, 
from a professional standpoint, cannot afford to 
be left behind. 


The views expressed in the foregoing article are those of 
the authors’ alone and do not necessarily represent the 
official viewpoint of the Naval service. 
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DISCUSSION (Abstract) 


Dr. Joseph P. Bremer, Point Cedar, Ark—How does 
Dr. Butler use atabrine in his treatment: intravenously, 
orally or by what method? 


Dr. G. E. Johnson, Ardmore, Okla—Dr. Butler spoke 
of the American Negro being susceptible to Pacific 
benign tertian malaria. A question that often puzzled 
me while practicing medicine a few years ago in Mis- 
sissippi was why the Negro does not have hematuria 
with malignant malaria? I should like to know if in 
the South Pacific, with the severe malarial conditions 
encountered there, Negroes developed malarial hematuria, 
or malignant malaria? It has never been quite plain to 
me why many people in the Delta area died with 
malaria, while the Negro did not have malarial hema- 
turia. 


Dr. T. W. Moran, Melrose, Ia.—I would like to ask 
if echinococcus is considered among the medical hazards 
in the armed forces. 


Dr. James E. Paullin, Atlanta, Ga—I should like to 
ask Dr. Butler if the complacency with which he 
views our malarial problem is based on experience or 
on wishful thinking? Personally, I am concerned tre- 
mendously with this problem particularly since we 
have many patients with chronic parasitemia, unin- 
fluenced by atabrine or quinine, who seldom develop 
immunity, except perhaps after long periods of time. 
When these patients are returned to various parts of the 
United States, where the Anopheles mosquito is quite 
prevalent, I would like to ask if adequate public health 
measures are not taken, how he expects the disease spread 
to be prevented. 


Dr. George W. Franklin, Jefferson, Ia—We have 
twenty-one dams between here and St. Paul. I would 
guess that we are going to have twenty-one up the 
Missouri River, and we have many over in the Tennessee 
Valley, producing bodies of still water. We are having 
more malaria around Keokuk than we have had for 
several years, and two boys recently home on vacations 
developed malaria while there. It seems to me that 
we have the best opportunity in the world to have more 
malaria and more severe malaria in the Mississippi and 
Missouri Valleys during the next few years. 


Dr. Butler—I rather hesitate to discuss Dr. Bremer’s 
question in regard to use of atabrine in treatment of 
acute malarial attacks. It will hardly seem necessary 
to discuss the treatment of malaria before members of 
the Southern Medical Association. Therefore, I will 
merely outline the treatment used overseas. 

The use of quinine was greatly decreased during the 
early months of the war when it became evident that 
a shortage of the drug might develop. The present 
therapy for the acute attack of malaria is based on the 
use of atabrine alone. In the uncomplicated case of 
acute malaria a loading dose of atabrine, approximately 
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one gram, is administered during the first twenty-four 
hours. This is followed by three-tenths gram daily for 
five to six days. This has been found as effective jp 
treating chronic, recurrent vivax malaria as in treatment 
of other types of malaria. 

In slightly more severe cases of malaria with nausea 
and vomiting, though without extremely high fever. 
intramuscular atabrine is considered the drug of choice, 
When medication can be retained orally by these cases 
atabrine in tablet form is administered. For severe cases 
of cerebral malaria, when medication must have im- 
mediate effect, intravenous quinine is still the drug of 
choice because of its rapid therapeutic effect. 

We have now had a vast opportunity to study atabrine 
overseas with particular regard to its therapeutic effect, 
toxicity, dosage, and means of administration. The con- 
clusion has been reached, which I think will gradually 
sift back to this country, that atabrine is a very com. 
petent therapeutic agent in the treatment of malaria 
and is deserving of respect. The consensus of opinion 
among overseas physicians treating malaria at present 
is that of the oral drugs available, atabrine, quinine or 
plasmochin, atabrine is to be preferred. 

In regard to Dr. Johnson’s question concerning hema- 
turia or hemoglobinuria in Negroes in the South Pacific, 
it must be said that this did not occur to any extent. On 
the other hand, very little hemoglobinuria was seen 
among white troops in the South Pacific, although rare 
cases of blackwater fever did occur. Malaria in this area 
while extremely chronic and moderately severe did not 
produce very many complications. 

I can think of one exception to this statement. A 
small series of Negroes were seen who developed a mild 
hemoglobinuria which could not by its clinical course 
be characterized as blackwater fever. 

If there is an explanation for the absence of black- 
water fever, it may possibly lie in strain differences or 
strain characteristics. Another factor deserving con- 
sideration is that military cases are usually treated 
promptly and receive adequate therapy and hospitaliza- 
tion. Under such conditions one does not expect as 
many malarial complications as are noted among the 
neglected debilitated group of cases. 

In answer to Dr. Moran’s question, echinococcus has 
not presented a problem among the armed forces. It 
is not prevalent in the Pacific area and is not thought 
to be a disease of military importance. 

In regard to Dr. Paullin’s question, I hope that I 
have not seemed to view this problem complacently, nor 
do I believe that the Army, Navy or the Public Health 
Service views it with complacency. Such conclusions as 
were presented are based on the fact that for the past 
two years malaria carriers among returned service 
personnel have been spread fairly widely over this coun- 
try. Small numbers of them have gone into practically 
every state in the Union, and despite this, transmission 
of malaria from servicemen has not been reported. If 
it is permissible to be optimistic, therefore, I think there 
is some ground for believing that the worst of our 
malaria troubles are over. This is based on the fact that 
in the middle of 1943 our Navy hospitals were filled 
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with malaria patients who had returned from the Pacific. 
At the present time malaria is fairly scarce in Navy 
hospitals, and attacks are undoubtedly getting milder and 
further apart. 

As previously noted, there are certainly men with 
parasitemias moving about this country. From that 
standpoint alone there is no reason why malaria should 
not spread. However, malaria was once very prevalent 
in many Northern states, but because of action of some 
factor or factors it has gradually disappeared. These 
factors are probably a less favorable climate and the 
great improvement in public health measures and general 
health standards. Such factors are, of course, still acting 
in these areas. 

Such is not true in many parts of the South where 
malaria is still very prevalent. As stated in the paper, 
the important and desirable thing, as we see it, is de- 
velopment of an effective anti-anopheline program in all 


_areas where malaria is now existing. That the Pacific 


type of vivax malaria has a good possibility of spreading 
within malarious areas in the South without such a pro- 
gram, cannot be stressed too much and is certainly 
viewed with concern by our government agencies. 

I believe that the foregoing discussion has, in general, 
furnished an answer also for Dr. Franklin’s question in 
regard to the Missouri and Mississippi Valleys. While 
Anopheles mosquitoes do exist in these areas, the general 
standard of living, including prompt treatment of 
malaria and anti-mosquito measures, will act it is hoped, 
to prevent any significant increase in malaria. It must, 
of course, be realized that a positive malaria control 
effort, such as that exerted in the Tennessee Valley 
Authority area, must be made in these areas also. 


Question—May I ask Dr. Butler, in regard to scrub 
typhus, if it has any relation to endemic or epidemic 
typhus in its mode of spread? 


Dr. Butler.—No. Scrub typhus is transmitted by mites 
while the others are spread by the louse and flea. 
Serologically, scrub typhus is a distinct disease, and is 
diagnosed from a laboratory standpoint by a different 
proteus antigen. It is, of course, a member of the 
rickettsial group of diseases and has the same general 
clinical picture. 


Question—I would like to ask Dr. Butler if he had 
any experience with mental complications arising from 
the administration of atabrine? 


Dr. Butler—No. In adequate therapeutic or sup- 
pressive dosage, it is believed that atabrine is perfectly 
safe from this standpoint. It has been found that by 
pushing the dosage up in animals mild neurological dis- 
turbances develop and if the dose is increased tre- 
mendously, as is true with many drugs, severe neurologi- 
cal disturbances occur. 


Question—Do any disturbances of a mental nature 
develop as a result of mixing atabrine and quinine in 
the same cases? 


Dr. Butler—None that I know of. It was general 
Practice during 1942, and the early part of 1943, before 
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we learned how to get full therapeutic effect with 
atabrine, to give both quinine and atabrine for the 
first three days of therapy. On the third day quinine was 
discontinued and atabrine continued for an additional 
four days. This practice apparently resulted in no toxic 
manifestations of any tvpe. 


THE USE AND ABUSE OF SULFONAMIDES 
IN THE TREATMENT OF SKIN 
DISEASES* 


By Norman Tostas, M.D.+ 
St. Louis, Missouri 


While no doubt exists that the discovery of 
sulfonamides has proven one of the greatest 
blessings in the world of medicine, they fall 
short in many particulars of being the miracle 
drugs of popular fancy. 

Their use has been grossly abused, as are all 
new drugs, not only by the layman but by the 
physician as well, who feels and rather hopes 
that sulfa drugs will make up for his short- 
comings in the difficult field of dermatological 
diagnosis and therapy. Not only do we find some 
fathers using their babies’ jar of sulfathiazole 
ointment for their own dermatoses but babies are 
getting smeared with sulfa ointments that were 
originally prescribed for their parents. The 
physician who once facetiously remarked that 
the practice of dermatology consisted of juggling 
tar and sulfur was evidently born in the pre- 
sulfonamide era. 

The indications for these drugs are by now 
well established. Brunsting,! Barber? and Cos- 
tello* have covered the subject of sulfonamide 
medication in skin diseases in a conservative 
manner. Time and experience have limited their 
value to use in the acute infections of the skin 
and underlying tissues rather than in the chronic 
dermatoses which are often caused by mixed 
bacteria of low virulence and the presence of 
focal infection. 


Broadly speaking, the use of oral sulfon- 
amides should be reserved as a life-saving meas- 


*Read in General Clinical Session, St. Louis Day, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 

tAssistant Professor of Dermatology, St. Louis University 
School of Medicine. 
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ure, restricted to serious extensive pyogenic skin 
conditions, venereal diseases and active systemic 
eruptions which have proven resistant to other 
measures. In all these diseases, they should be 
prescribed for seven or not over ten days and 
always under close supervision in a hospital. If 
the eruption is going to respond to the drug, it 
will react within that time or not at all. 

The chief danger of sulfonamides applied to 
the skin consists of local or general sensitization 
which may be incapacitating. The toxic effects 
of sulfonamides by mouth on the skin, kidneys, 
brain cortex, blood and liver are too well known 
to require more than passing mention. 

It is a fact that many of our returning service 
men have been already potentially sensitized to 
the sulfonamides either as a result of venereal 
prophylaxis, utilization in wounds, or as local 
applications for various dermatoses. This im- 
plies that the physician must use extreme care 
in prescribing for these patients when they re- 
turn to civil life. Before these drugs are ad- 
ministered, a history of previous sensitization 
should be a cause for changing the type of 
therapy. 


INDICATIONS FOR ORAL USE OF SULFONAMIDES 


(1) Non-Syphilitic Venereal Disease —Chan- 
croid, the early stages of lymphogranuloma 
venereum and keratoderma blennorrhagicum 
have responded exceedingly well to sulfathia- 
zole. The use of these drugs in venereal prophy- 
laxis is to be condemned, not only because of the 
danger of toxicity and sensitization, but they 
have no effect on sulfonamide-resistant strains 
of B. ducrey and the gonococcus. 

(2) Acute Pyogenic Infections —Since the ad- 
vent of the sulfonamides, the death rate from 
erysipelas has been reduced to practically zero 
except in the aged and the severely traumatized. 
Widespread impetigo and pyodermas, cellulitis as 
a complication of dermatophytosis and furuncles, 
acute lymphangitis, streptococcic dermatitis and 
early suppurative hidrosadenitis respond very 
well. 

Erythema nodosum may respond well to sul- 
fadiazine if there is a definite pyogenic focus of 
infection. The tendency of sulfathiazole to pro- 
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duce erythema nodosum-like lesions should not 
be overlooked. The phenomenon may be related 
to biotropism which is the power of certain drugs 
to awaken latent focal infections. Erythema 
scarlatiniforme responds only if there is a def- 
inite focus of infection which must be eradicated 
to prevent future recurrences. 

(3) Chronic dermatoses, generally speaking, 
respond only temporarily to the sulfonamides, 
They tend to recur when the drug is discontinued, 
Failures may be due to the presence of unde- 
termined foci of infection, mixed infections with 
bacteria of low virulence and drug fastness. The 
combination of penicillin and the sulfonamides 
may open up a new approach; even as the 
arsenicals without bismuth are ineffective in the 
treatment of syphilis. 

Sycosis barbae is still a difficult disease to 
treat; in 90 per cent of the cases there is no 
permanent cure from sulfonamides alone. In 
combination with penicillin, there have been 
about 40 per cent cures. Many cases of resistant 
actinomycosis, anthrax and chronic axillary ab- 
scesses have responded to the combined therapy, 
Pustular bacterids of the hands and feet are 
cured only if the primary bacterial focus is eradi- 
cated. Erythema induratum of the streptococcic 
type responds well to sulfonamide therapy. 
Ecthyma also heals but local therapy is also 
necessary to stimulate epithelization. Erysipeloid 
which is caused by the Erysipelothrix rhusio- 
pathiae also responds well to sulfonamide 
therapy. 

(4) Virus Diseases—Lymphogranuloma ve- 
nereum is easily arrested in its early stages with 
oral sulfonamide therapy. Dermatitis herpeti- 
formis, which is possibly a virus disease, is fa- 
vorably controlled with sulfapyridine. Pemphigus 
vegetans and pemphigus vulgaris when compli- 
cated by sepsis, are benefited but not cured with 
sulfonamide therapy. Unfortunately, penicillin 
has also been a failure in this serious disease. 

(5) Diseases of Unknown Etiology.—Eryth- 
ema multiforme and the chronic type of lupus 
erythematosus are not affected by sulfonamide 
therapy. In the disseminate type, sulfonamides 
are poorly tolerated. Only about 5 per cent of 
the cases have responded. Careful nursing, sup- 
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portive measures, observation for reactions and 
blood transfusions are also necessary. 


LOCAL SULFONAMIDE THERAPY 


The local use of sulfonamides in lotions, 
creams, powders and ointments is beset with 
the dangers of local and general sensitization in 
from 6 to 10 per cent of all patients. According 
to Burgess‘ from 3 to 4 per cent of dermatoses 
treated with 5 per cent sulfathiazole ointment 
develop an eczematous dermatitis. The allergic 
mechanism is so set up that when the drug is 
given orally after a variable period up to three 
years or longer, cutaneous sensitization may 
occur. Thousands of our returning war veterans 
are so sensitized. Sulfonamides have been used 
generously both internally and externally in the 
South Pacific and other theaters of war for in- 
fected fungus infections, prickly heat and 
pyogenic ulcers (ecthyma). 

Sensitization to topical sulfonamide medica- 
tion may result in polyvalent sensitization to 
other bacteriostatic and antiseptic drugs such as 
suifur, ammoniated mercury and xeroform. 


An illustrative case is the following: 


H. W., an electrician’s mate, First Class, U. S. N., 
developed dermatophytosis on his right big toe while 
with the forces in New Guinea. When it spread to the 
dorsum of the foot, he was given a sulfathiazole oint- 
ment. However, within forty-eight hours he had a 
general erythematous reaction for which sulfathiazole 
was given internally. In a week the eruption assumed 
the character of an extensive exfoliative dermatitis with 
a severe alopecia and loss of all the nails of the fingers 
and toes. After several months he recovered and was 
sent to the New Hebrides where he again developed a 
flare-up of dermatophytosis of the feet. This time the 
patient pleaded that he be given no sulfa drugs. His 
request was heeded but all local medication, even boric 
ointment, caused irritation of the skin with the pro- 
duction of “id” lesions on the palms and dorsum of the 
hands. However, he recovered completely after several 
weeks with the application of wet packs of boric acid 
and Burow’s solution, and intravenous calcium thio- 
sulfate. 


Some physicians when confronted with a 
failure from the use of a 5 per cent sulfathiazole 
ointment use a 25 per cent ointment. The danger 
of sensitization thereby is increased and there is 
no benefit from the augmented strength. 

The indications for local sulfonamide therapy 
are few. They should be used only after other 
local measures have failed. The old fashioned 
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hot boric pack, which is all but forgotten in 
these hectic days will do almost everything, when 
properly used, that a sulfonamide ointment will 
do, minus the dangers of sensitization. 

Sulfonamide ointment should never be used in 
acute or chronic eczematoid dermatitis (so-called 
“weeping” eczema) because the rate of absorp- 
tion is high in this type of lesion and sensitiza- 
tion is common (about 15 per cent in our series). 

Oral sulfonamides should not be used in con- 
junction with local sulfonamide therapy as this 
increases the risk of sensitization (22 per cent in 
our series). 


The following is an illustrative example: 


Mrs. A. K,, aged 62, was given a 5 per cent sul- 
fathiazole ointment for a weeping varicose dermatitis 
of the left leg. Three days later she developed eryth- 
ematous patches on her forearms and the dorsum of the 
hands for which more sulfathiazole ointment was 
ordered. The patient changed physicians when she 
awoke the next morning with an acute erythema of the 
forehead and eyelids. 

The second physician made a diagnosis of erysipelas 
and gave the patient sulfadiazine tablets to take every 
four hours. Within forty-eight hours she was covered 
with a generalized weeping eruption associated with 
severe itching. Hospitalization was advised when I saw 
her in consultation. After four weeks of local and gen- 
eral therapy including ascorbic acid as advocated by 
Pelner5 the patient was practically free of her eruption. 


The use of 5 per cent sulfathiazole in calomel 
ointment as a form of venereal prophylaxis also 
has its shortcomings and the risk is to be 
considered. 

Sulfonamide ointments are perhaps used in 
the treatment of impetigo more than in any 
other skin disease. Opinions differ as to the 
efficiency of this therapy. While I have seen 
many excellent results within the short period of 
four days, I have had 32 per cent failures, 8 per 
cent local and 4 per cent general sensitizations 
from 5 per cent sulfathiazole ointment. 

Most failure. ‘rom local sulfonamide therapy 
are due to errors in diagnosis, mixed infections, 
the presence of general etiologic factors and 
improper removal of crusts and pus from the 
lesions. 

Briefly, it is inadvisable to use these ointments 
in self-limited dermatoses such as acute furuncle, 
folliculitis and prickly heat. 


They may be used after failure with other 
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antiseptic ointments, lotions or wet packs: in 
dermatoses characterized by uncontrolled pri- 
mary or secondary infection and then no longer 
than seven days. 

They should not be used in non-bacterial 
diseases such as psoriasis, seborrheic dermatitis, 
ringworm or general itching. 

These should never be used in cases of contact 
dermatitis with secondary infection since local 
sensitization is already present. These ointments 
are often erroneously prescribed for dermatoses 
of the hands caused by soap, washing powders, 
or chemicals, where no bacteria are present, with 
frequent dire results. 

They should never be given to a patient who 
cannot be observed at frequent intervals in 
order to determine the response. 

In short, sulfonamide therapy should be re- 
served for skin conditions resistant to other 
forms of therapy or where withholding it might 
result in serious infection or unnecessary 
scarring. 
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TALCUM AS AN OPERATING ROOM 
HAZARD* 


By M. G. M.D.t 
St. Louis, Missouri 


A surgeon does not have to be in command of 
extraordinary facilities or opportunities to 
demonstrate to his own satisfaction that the use 
of talcum powder creates a major surgical hazard. 
If he will inject as little as 2 c. c. of a 5 per cent 


*Read in General Clinical Session, St. Louis Day, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 
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suspension of talcum in normal salt solution into 
a rat’s abdomen (that means the injection of 
approximately 114 grains of talcum powder) 
and then investigate the consequences by an- 
esthetizing and killing the rats and inspecting the 
abdominal viscera, a week or a month later, he 
will find numerous adhesions and numerous 
foreign body granulomata around niduses of 
talc crystals. The average surgeon cannot pos- 
sibly perform this experiment and ever afterward 
face talcum powder again with equanimity. 

For the surgeon who mistakenly thinks, that 
by rinsing of his gloves just before operating 
he is practicing, in the language of our legal 
brethren, ‘“‘due care and diligence” there is an- 
other simple experiment, consisting in donning 
a well talcum powdered pair of gloves, rinsing 
them throughly and then allowing a few minutes 
for them to dry, after which they will still show 
a noticeable coating of talcum. As a corollary to 
this experiment, he may note how much talcum, 
on the average, finds its way into the finger tips 
of rubber gloves. We have found that the aver- 
age amount of talcum in each finger tip is from 
50 to 100 milligrams. Therefore, an accidental 
rip in a finger tip furnishes all the spillage nec- 
essary for trouble, and a rip in two or more tips 
multiplies the trouble proportionately. 

But since hope springs eternal in the human 
breast, we must assume that there will always 
be optimists who have faith both that they can 
detalcumize gloves by rinsing and that rents and 
tears in gloves may be avoided by the exercise 
of care during operations. For these optimists 
there is experiment number three which consists 
in placing some dark object in the operating room 
before the process of dusting the hands is started. 
After the surgical teams have finished the ritual 
of powdering, wait about ten or fifteen minutes 
and examine the dark object. It will have a 
perceptibly thin layer of talcum powder on it. 
The inescapable inference is that the same type 
of deposition of powder has occurred on materials 
and instruments that will later be used in the 
wound or in the abdominal cavity. Even covering 
gauze and instruments, up to the moment of op- 
eration, furnishes no complete protection against 
this type of contamination. But even if this con- 
tamination could be avoided we should still find 
ourselves confronted with the danger of spilling 
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talcum out of the accidental tears in gloves oc- 
curring during the performance of operations. 
This is a type of accident that even the most con- 
summately careful technic cannot avoid. A care- 
ful series of experiments by Weed and Groves! 
extending over a period of twenty months and 
involving the use of 35,763 gloves, disclosed that 
some gloves were torn in 74.4 per cent of opera- 
tions and that of all the gloves used 22.6 per 
cent showed rents or punctures. 

Experiment number 4, which must wait for 
especially selected opportunities for its perform- 
ance, consists in snipping tiny specimens of 
omental tissue from a series of patients who, for 
one reason or another, are subjected to a sec- 
ond laparotomy. These biopsy specimens, will 
show the presence in the tissue of talc crystals 
and an accompanying foreign body reaction in a 
surprising number of instances. German,? of Cin- 
cinnati, who first described the experiment, was 
able to demonstrate microscopically the presence 
of intra-abdominal talcum in 80 per cent of a 
series of fifty patients whom he examined. 

Moving on from the experimental to the his- 
torical field we come upon the interesting fact 
that the harmfulness of dusting powders has 
been recognized for more than half a century. 
A complete record of the historical development 
of our knowledge of talcum and also of 
lycopodium powder, which was in common use 
for many years, is set down in the work done 
by the Barnard Free Skin and Cancer Hospital 
group of workers.* For well over a decade we 
have been in possession of exact data concerning 
both the chemistry of talc and of its pathological 
effects on animal tissues; but for some inscrut- 
able reason this information has been cloistered 
in the academic realm of surgical science. All 
the while that thoughtful surgeons have been 
studying to develop a technic of avoidance of 
postoperative adhesions, they have continued to 
use a powder, the smallest quantity of which in- 
evitably induces an inflammatory reaction in 
body cavities as well as in body tissues; for talc 
is none other than the highly insoluble silicate 
of magnesium. There is probably no more de- 
pendable producer of fibrous adhesions than 
silica or its insoluble salts. Here then we have 
a fine example of the failure of the art of surgery 
to appropriate the good furnished it by her sister 
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handmaiden, science. And this failure is all the 
more difficult to grasp, knowing as we do, that 
the evils of talcum are not limited to the pro- 
duction of intraperitoneal adhesions with con- 
sequent intestinal obstruction, but manifest 
themselves also in wounds of the soft parts: in 
the brain and spinal cord coverings, after neuro 
surgical operations; in the vagina, uterus and 
rectum after operation or digital examinations 
and possibly in other yet unrecorded sites. 

The resultant lesions come under the head of 
foreign body reactions, manifesting themselves 
as granulomata and, particularly in the cranial 
and abdominal cavities, as dense adhesions. 
Microscopically the picture resembles that of 
tuberculosis, and clinically it not infrequently 
imposes itself as malignant disease. Micro- 
scopical examination always resolves the problem 
of differential diagnosis, both by the absence of 
tubercle bacilli and by the presence of typical 
talc crystals. If the microscopic slides be ex- 
amined under polarized light, a simple pro- 
cedure, the talc crystals, when they are pres- 
ent, stand out as brilliantly scintillating particles 
that furnish the so-called angle of extinction 
typical for this chemical. Under ordinary illum- 
ination, one may readily overlook the presence 
of the talc crystals. The work of German, 
previously referred to, illustrates how com- 
monly one may expect to find residual talcum 
postoperatively, in the abdomen. One must bear 
in mind that through the grace of a benevolent 
nature, abdominal adhesions do not always pro- 
duce clinical signs and symptoms. 

Such then are the fundamental facts involved 
in the use of this treacherous powder. The next 
problem has to do with the avoidance of evil 
talc effect. Any one who has lived through the 
era of wet gloves need not be told that a resump- 
tion of that technic should be considered only 
as a last resort. Gloves can be donned dry, with- 
out the use of powder, but at best this is a 
tantalizing task. The only other recourse is to 
develop a substitute powder for talcum. This 
constitutes a problem as difficult to solve as 
it is simple to state. If a physically suitable 
powder is soluble, it loses its dusting or powder- 
ing quality during the process of steam sterili- 
zation, if on the other hand it is insoluble, it 
creates all the difficulties and dangers incident 
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to foreign body implantation with consequent 
granulomata and, in the serous cavities, of the 
even more pronounced evil of adhesive processes. 

After a preliminary analysis of the physical 
consistency and chemical solubility of dusting 
powders in general, we experimented with 
twenty-four different powders, most of them 
mineral, some of them vegetable. As previously 
reported® we found only one satisfactory powder, 
namely, potassium bitartrate (cream of tartar). 
The only disadvantage we encountered in the use 
of this powder was that it seemed to shorten the 
life of the rubber gloves a bit. Later, through 
the courtesy of the Wilson Rubber Company, we 
found that this was not a fact. During the past 
few months we have received several inquiries 
regarding the tendency of the bitartrate to cake 
or to turn brown. Both these adverse effects are 
due to over sterilization. The bitartrate powder, 
under no circumstances, should be autoclaved 
for longer than fifteen minutes under a steam 
pressure of fifteen pounds. It is not an ideal 
powder because it is a bit too gritty and like- 
wise, a bit too costly. However, to the surgeon 
who has the almost inescapable dread of post- 
operative intestinal obstruction (and what sur- 
geon is free from it?) both these disadvantages 
will be trivial until a more satisfactory powder 
may be found. 

That time seems to be near at hand. The 
Research Division of the Corn Products Re- 
fining Company, in most enthusiastic co-opera- 
tion with us, has finally produced a special starch 
powder that has all the desirable dusting powder 
properties of ordinary starch, but has been 
robbed of its powder to gel so that it may be 
boiled or autoclaved without producing the usual 
paste effect. We have been using a sample of 
this new starch powder for a period of about four 
months at the Barnard Free Skin and Cancer Hos- 
pital and have found it completely satisfactory. 
At the present moment the Corn Products Re- 
fining Company is planning to produce this new 
special starch product for general use. This 
powder shows a tendency to form loose clumps 
after sterilization. There is, however, no marked 
disadvantage in this, because if the powder is 
sterilized in small, individual gauze envelopes, 
the lumps are easily broken up by finger pressure, 
whereas, if the powder is sterilized in can shakers 
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the lumps are broken up by brisk shaking of the 
can. 

To anyone studying the talcum problem care- 
fully, there is no escape from the conclusion 
that surgeons cannot justify the use of talcum 
powder. Every prospect points to the new special 
starch powder as the ideal solution of a vexatious 
problem. While we are waiting for the wholesale 
production of the starch, we have a suitable 
substitute in potassium bitartrate. In any event, 
talcum is ruled out. 
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ANAL FISTULA* 


By B. F. Harpin, M.D. 
Memphis, Tennessee 


Developmentally, anatomically, and physio- 
logically, the right and left halves of the large 
intestine differ so much that it is virtually a dual 
organ. The right or proximal half develops with 
the small bowel; its caliber is large, its function 
is absorptive, and its content is more or less 
liquid. The left, or distal, half of the colon 
develops with rectal portion of the intestine; its 
caliber is relatively small, it has little if any 
absorptive function, and its content is more 
or less solid. 

The colon in fetal life normally is evidenced 
by a median line vertical tube connected to the 
spine by the peritoneal ligamentous attach- 
ments. This primitive alimentary tube becomes 
divided into three functional parts: 

(1) The foregut, deriving its blood supply 
from the celiac axis and comprising that portion 
of the digestive apparatus from the pharynx to 
the duodenum at the point of entry of the 
common bile duct. 

(2) The midgut, deriving its blood supply 
from the superior mesenteric artery, and com- 
prising that portion of the digestive tract which 


*Read in Section on Proctology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 
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has to do with absorption, from the point of 
entry of the common bile duct approximately to 
the middle of the transverse colon. 

(3) The hindgut, supplied by the inferior 
mesenteric artery, and comprising the large 
bowel from the middle of the transverse colon to 
the junction of the rectum with the anus. 

The rectum proper is derived from the cloaca, 
a highly differentiated caudal expension of the 
hindgut. Caudally the cloaca extends to form 
the postallantoic intestine, a primitive rectum. 
The communication which exists between the 
primitive genito-urinary system and the intestine 
eventually disappears with the downward growth 
of a saddle-like partition, the ultimate per- 
ineum, which normally completely separates 
them. 

The cloacal membrane is formed as the ento- 
dermal cloaca comes in contact ventrally with 
the ectoderm and the downward growth of the 
mesodermal partition later fuses with the mem- 
brane to give rise to the anal plate. 

The final stage in the completion of the de- 
velopment of the rectum consists of union of the 
postallantoic gut with the proctodeum, and in- 
vagination of the epiblast at a point in the anal 
membrane where later the anus is formed. 

The intervening mesoblast is compressed and 
shunted aside or absorbed so that eventually a 
septum is formed which consists of ectodermal 
epithelium of the proctodeum and the ento- 
dermal epithelium of the primitive rectum. Ab- 
sorption of the septum makes the rectum and 
anus continuous. The significant part which in- 
fection of the structures mentioned in production 
of anorectal disorders cannot be overestimated. 
Anal fissure, fistula, spastic condition of the anal 
muscles, abscesses, hemorrhoids, and other con- 
ditions, originate as infections admitted into the 
tissues through the anal crypts. A proper concept 
of the origin of these disorders can be based only 
on a clear understanding of the embryologic and 
anatomic characteristics of the region. 


In the embryo, as has been stated, the hind-gut 
projects downward to meet the proctodeum, 
ultimately forming the pectinate line, where the 
skin unites with and overlaps the mucous mem- 
brane in a serrated margin. The projections of 
skins are the papillae and the crypts are behind 
them, both of which were first described by 
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Morgagni and bear his name, as do also the folds 
known as columns of Morgagni. These are hori- 
zontal folds of mucous membrane which result 
from the purse string effect of the internal 
sphincter muscle, around the lowest segment of 
the rectum. The pectinate line is an important 
anatomic landmark, since at this level there is 
a change in the arrangement of structures above 
and below it, which is of utmost significance. 
The superior hemorrhoidal artery arises from 
the inferior mesenteric artery, this with the mid- 
dle hemorrhoidal artery arising from the in- 
ternal pudic supplies the rectum and the anus 
down to the pectinate line. The inferior hem- 
orrhoidal artery originates as a branch of the 
internal pudic supplying the anus, posterior part 
of the perineum, levator ani, and the anal 
sphincters, with from one to four branches. 
The superior hemorrhoidal vein collects the 
blood from the pectinate line, and empties it 
by way of the inferior mesenteric vein into the 
portal circulation, whereas the inferior hem- 
orrhoidal vein delivers the blood from the lower 
part of the anus and its margin into the internal 
pudic, and thence into the vena cava. At the 
anus there is an anastomotic network of the 
superior, middle and inferior hemorrhoidal veins. 


The nerve supply above the pectinate line is 
sympathetic, and below it is cerebrospinal. Hence 
the slightest trauma to the papillae or the anal 
margin is very painful, whereas trauma in the 
rectal mucosa itself is not productive of dis- 
comfort. 

Due to trauma from scybola or foreign bodies, 
to chronic constipation, diarrhea, straining, and 
so on, the crypts and papillae become infected, 
and ultimately the adjacent tissues are involved. 

The subject of anal fistula merits detailed 
consideration, as it comprises about one-fourth 
of the cases of rectal surgery. The term, anal 
fistula, designates a discharging sinus or sinuses, 
with one or more openings in the anal canal and 
an opening or openings on the external surface 
of the body or in a neighboring viscus, as, for 
example, the vagina, bladder, urethra, uterus, 
prostate gland, seminal vesicles, or the bowel 
itself. The anus is usually the primary seat of 
the disease, and from the original infection in 
one or more of the anal crypts the disease pro- 
gresses through various stages to formation of 
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the fistula. It is important to keep this in mind, 
because in the search for the internal opening 
there is a general tendency to pass beyond the 
margin where the crypts are situated and to look 
too high. With few exceptions, these internal 
openings are in the anal crypts, recognition of 
which will aid materially in tracing the tracts to 
their origin, a procedure which is indispensible 
if cure is to be obtained. 

One of the chief reasons for failure to cure anal 
fistulas is misconception as to the point of origin 
of the disease. Many well informed surgeons 
believe that the primary cause is an abscess 
in the tissues surrounding the rectum. It is true 
that an ischiorectal abscess is an important part 
of the process that develops into a fistula, but 
it is by no means the primary cause. The idea 
that the abscess is the beginning of the disease 
is probably due to the fact that it is when the 
abscess forms that the patient seeks aid. He is 
often unaware of any irregularity until then, 
although he might have noticed soreness, a sense 
of fullness, or tenderness about the anus or 
lower part of the rectum. Therefore, the surgeon 
may have no opportunity to consider the con- 
ditions which are responsible for the actual origin 
of the fistula until after the abscess has ap- 
peared, and many times after it has actually 
ruptured. 

A little more than 5 per cent of patients who 
complain of anal, rectal or colonic disorders are 
found to have anal fistulas. In a recent study 
of one thousand cases in which fistulectomy was 
performed at the Mayo Clinic 58.9 per cent of 
the patients were males while 41.1 per cent were 
females. The average age being the third to the 
fifth decade—which comprised 77.4 per cent of 
the cases. 


Etiology—Tuberculosis or actinomycosis may 
cause anal fistula. Beyond this it does not seem 
necessary to regard seriously unusual causes of 
abscess or fistula except lymphopathia venersum. 
Tuberculosis rarely causes anal fistula; in ten 
of the leading American tuberculosis hospitals 
9,668 cases were reviewed and the findings 
showed 2.73 per cent of patients had anal fistula 
or ischiorectal abscess. Hennigar, of the Trudeau 
Sanitarium, stated that from 1919 to 1927 there 
had been 4,160 patients in that institution. In 
the same period, there were twenty-one cases of 
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anal fistula and twenty-three cases of ischiorectal 
abscess. The incidence of the two diseases com- 
bined was barely more than 1 per cent. 

Leslie found that the incidence of abscesses 
and fistula in tuberculous individuals was 2.3 
per cent. He found also that in two large gen- 
eral hospitals there were fifty-five cases of fistula 
in a total registration of 9,029 patients, which 
was an incidence of 0.60 per cent. 

In such a study it is possible only to show 
evidence that fistula or abscess and tuberculosis 
are related. This is due to the fact that one 
cannot accurately determine the presence of 
tuberculosis by examination of the fistula itself. 
Some maintain that inoculation of guinea pigs 
is a valuable method of diagnosis. Others favor 
microscopic examination of the tissues, or smears 
made of the discharges. However, none of these 
methods are infallible, and the result is that 
all laboratory methods, as well as clinical study — 
must be relied on to determine the nature of the 
lesion. 


Pathology—The development of anal fistula 
may be divided into four stages. The first stage 
begins with involvement of the anal crypts. 
Practically all anal fistulae originate as infection 
in the crypts of Morgagni. These little pockets 
are surrounded by lymphoid tissue, and are 
formed by the juncture of the skin with the 
mucous membrane at the inner margin of the 
anus. 

The crypts are susceptible to all traumatic in- 
fluences which attack the rectal outlet. Any- 
thing which produces a break in the tissues about 
the anal crypts, with subsequent admission of 
such organisms as colon bacilli, proteus, staphy- 
loccoci, and so forth, may result in infection of 
these crypts, and from this, in turn, anal fistula 
may develop. Thus the infected crypt becomes 
edematus, the papilla becomes inflamed, and 
adherent over the crypt, and this nidus of in- 
fection is the beginning of the fistula. 


The second stage is a process of burrowing. 
The infection in the crypt begins to expand, and 
with its spread it extends out into the tissues 
adjacent to the anus. There are several courses 
whick these tracts may pursue, but approximately 
85 per cent burrow either through the substance 
of the external sphincter, or internal to it, be- 
tween it and the internal sphincter. Ultimately 
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finding its way into the ischiorectal tissue, where 
an abscess develops. The supposed incomplete 
external fistula is an impossibility. Such a con- 
dition implies the abscence of an internal open- 
ing, and the very nature of the disease precludes 
such a possibility. There are many times when 
the surgeon, being unable to find the internal 
opening, believes that there is none, but this 
opinion is erroneous. All anal fistulas have 
internal openings. 

The third stage occurs when the ischiorectal 
abscess develops. After the infection passes 
through or between the muscles, the irritation 
produces a spastic condition, and except in these 
instances in which there is a great destruction 
of muscle fiber, this spasm prevents return flow 
of pus toward the anus. Consequently, there is 
an accumulation external to the muscles, and 
the abscess develops in the loose tissues of the 
buttocks, the ischiorectal spaces, or the pelvis. 

In the fourth stage, the abscess increases in 
size, and, depending on its situation, may rup- 
ture either externally, on the cutaneous surface, 
or into one or more of the pelvic viscera prev- 
iously mentioned. Sometimes a large swelling 
develops on the buttocks, and delay in pointing 
and rupture necessitates incision. With the ap- 
pearance of the secondary opening, regardless of 
its situation or manner of development, the 
fistula is complete. Occasionally a tract will 
burrow from its source under the pectinate line, 
between the anal muscles, and upward under the 
rectal wall, forming an abscess which adheres to 
and ultimately ruptures into the rectum. In 
addition to this the tract may extend externally 
under the buttocks and rupture through the skin. 
It is in this type case that one is easily misled, 
because when the probe is inserted into the 
external opening it may pass through the rectal 
sinus. Likewise, when methylene blue, barium 
or other solutions are injected, the colored ma- 
terial appears in the rectum above the anal 
crypt. Unless the true origin of the infection is 
appreciated ciie may make the error of regard- 
ing the high sinus as the starting point of the 
fistula. 


Occasionally the virulence of the infection is 
responsible for excessive destruction of the 
muscle fibers as the burrowing continues. As a 
result the muscle spasm may be overcome, and 


HARDIN: ANAL FISTULA 475 


the pus is able to escape by returning along the 
course of the tract, and is discharged into the 
anal canal at the portal of entry, of the infec- 
tion. In such a case there is often no rupture 
externally, and consequently the fistula is not 
completed. The result is a blind sinus, the so- 
called blind internal fistula. 


Treatment —It is rarely possible to give treat- 
ment for the abscess in either of the first two 
stages of the disease, and it is only after the 
abscess has formed, and frequently after it has 
ruptured, that the patient will consult the sur- 
geon. If rupture has not taken place, the abscess 
should be opened as soon as fluctuation is 
present. If induration persists, hot applications 
should be used. Some patients will be extremely 
ill, with high fever before any appreciable fluc- 
tuation develops, making it difficult in such cases 
to decide whether to continue measures to hasten 
the process of localization, or to proceed im- 
mediately with the operation. Generally it is 
better to wait until the abscess points close under 
the surface of the skin, but if the process finds 
its way up into the pelvis, and forms a large 
cavity full of pus, it is better to incise through 
the buttocks, even if the knife must go through 
several centimeters of normal tissue in order 
to reach the abscess. It is better to do this than 
to incise the abscess through the intestinal wall. 


When the internal fistulous opening is found, 
one should attempt to insert a probe into it 
threading the entire fistulous tract from this 
cryptic area outward. An operation should be 
performed from the internal area outwardly, 
cutting through all fibers of the anal sphincter 
external to the tract and down through the wall 
of the fistula. Only on rare occasions will it 
be found impossible to accomplish this, and it 
is only following an unsuccessful attempt to do 
it that division of the tract should be begun ex- 
ternally, with a probe or a grooved director in 
the external sinus. 

A simple rule which is often referred to in text 
books will assist in determining the course of 
the tract. One is told to imagine a straight line 
drawn between the tuberosities of the two ischia. 
Such a line usually will pass across the anus, near 
its anterior margin. If the external sinus is an- 
terior to this line the internal opening will prob- 
ably be in the anterior half of the anus and a 
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straight fistulous tract will connect the two 
openings. If the external opening is posterior to 
this line, the internal opening is usually situated 
in the posterior median line of the anal canal, 
and the fistulous tract will pass from the internal 
opening in a curved course posteriorly to the 
external opening. If there are multiple openings, 
and sinuses are found anterior and posterior to 
this imaginary line, the external sinuses are 
usually connected by fistulous tracts, and the 
rule for the posterior opening applies. 

All fistulous tracts should be opened through- 
out, and all overhanging edges thoroughly cut 
away. The tracts should be excised unless they 
extend into the pelvis, or so deeply into the 
ischiorectal space that excision cannot be accom- 
plished without sacrificing too much tissue. When 
the tracts cannot be excised they may be sac- 
rificed with a curet or a sharp instrument in such 
a way that they may heal with a solid scar. If 
there should be a sinus extending into the pelvis, 
it will probably heal even if let alone, provided 
the main tract to the source of infection is opened 
and completely uncovered, and provided the 
upper extremity of the sinus that runs into the 
pelvis does not communicate with the bowel. 
When the source of the fistula is completely 
uncovered or excised, the infective discharges 
from the rectum pass outside, and no longer 
accumulate in the tunnelled fistula. Hence, the 
source of supply of the infected material which 
kept the pelvic sinus alive is cut off; therefore 
the sinus heals. If possible, all fistulous tunnels 
should be converted into ditches. If the sinus 
is connected with an opening in the rectum in 
its upper limits, where an abscess has ruptured, 
it will be necessary to cut through the rectal wall 
and through the entire course of the sinus, and 
leave the wound open. 

Muscular control and the function of the anus 
is the most important consideration following 
fistulectomy. Iodoform gauze is generally used 
in dressing the wound. When it is placed in the 
cavity of such a wound it should not be allowed 
to remain in position too long. If it is packed 
in and allowed to remain for an undue period of 
time, the walls of the wound become organized 
into a fibrous membrane beneath the dressing, 
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and under such circumstance a cavernous scar 
results. It then makes little difference how 
capable the anal sphincters may be; they can- 
not close the anal outlet by exerting their pull 
on the margin of the membranous scar. The 
scar must be solid so that the severed ends of 
the muscle fibers can adhere to it. In order 
to accomplish this, the gauze should be removed 
early, while the walls of the wound are still raw. 
With healing, the edges will then come together 
to form a solid block of scar tissue throughout 
their entire extent. With closure of the walls 
of the wound and the margins of the anus, the 
anal sphincters grow to the scar and the pull 
of the muscles on the block of scar tissue will 
close the outlet of the rectum just as efficiently 
as if the muscle fibers were uninterrupted. The 
surgeon usually succeeds in removing all the 
gauze from the largest wounds in from four to 
five days following operation. The gauze is 
removed from small wounds within a shorter 
period. With the proper care during the post- 
operative period it will rarely be necessary to 
perform a second operation. When, however, 
a second operation is required it is best to per- 
form it without delay, and as soon as it is found 
that the wound will not heal. Delaying this sec- 
ond operation for months or longer is usually 
responsible for development of further abscesses, 
with extension and development of additional 
fistulous tracts. 

Except in cases complicated by advanced 
tuberculosis, treatment of all anal fistulas should 
be surgical. Even if the pulmonary lesion is 
severe, but shows signs of healing, the patient 
should be relieved of the additional physical 
burden by performing some suitable operation. 
Variations in the type of operations have been 
described in the literature. Some choose one 
type, others choose another, therefore this should 
be left for the surgeon to decide for his par- 
ticular case. 


Prognosis——In general, the prognosis of fis- 
tula is ultimately good. This statement is made 
in spite of the fact that a large percentage 
of those operated upon are not cured and that 
many of the cases referred to the specialist have 
been operated un from one to three or more 
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times. The reasons why operations for fistula 
fail so often are: 

(1) Failure to find the pathological internal 
opening. 

(2) Failure to discover and open freely col- 
lateral tracts. 


(3) Neglect in postoperative care, with re- 
sultant bridging over of the wound instead of 
firm healing from the bottom. 


DISCUSSION (Abstract) 


Dr. Claude C. Tucker, Wichita, Kan.—The rectum 
being the terminal portion of the bowel, it is constantly 
bathed in bacteria and the ducts are a natural incubator 
for bacteria to accumulate in. Doctor Hardin spoke of 
the origin as being in the crypts. Dr. Hellwig and I 
found in sectioning the tissue that the crypts Morgagni 
are simply an entrance for the bacteria to get from 
the canal into the ducts which open into them. 

Dr. Hellwig and I both pointed out a number of years 
ago the histopathology of anal ducts. It is our contention 
that all fistulas start in the ducts instead of the crypts 
Morgagni. These ducts may be simple or branching 
ducts. They are lined with epithelium and at the bottom 
is columnar epithelium, a natural place for such bacteria 
as the staphylococcus, streptococcus, pneumococcus and 
gonococcus in the female to enter. 


These ducts lead to glands between the external and 
internal muscle. The type of fistula depends upon the 
course and extent of the branching ducts; the duct wall 
being thin, the invading bacteria work out through bowel 
wall into surrounding tissue and start an abscess which 
is the first stage of the fistula. The ducts may be 
superficial to the muscle between the external and the 
internal muscle. 


In our dissection of several thousand specimens of 
crypts we found infection in the ducts. In a few cases 
we found infection in the crypts also, and the cases 
showed the gonococcus to be the offending organism. 

The point I want to take issue with the doctor on 
and which is a debatable one among proctologists, is 
that we believe in going into an abscess early. In pelvi- 
rectal abscess do not wait too long. Do not wait until it 
breaks through the levator muscle. Go in with a knife 
blade back toward the rectum and separate the levator 
and drain the abscess. If you get at these early, you 
save a lot of destruction of tissue. If you want to wait 
for pointing, you will have a vast destruction of tissue 
and the abscess may burrow to the opposite side, thus 
complicating the surgical procedure. 


Dr. Hardin (closing) —The ducts and the crypts are 
so closely associated, that it may be a rather difficult 
thing to determine which is the offending factor. 


LIVERMORE: CRYPTORCHIDISM 


CRYPTORCHIDISM* 


By Georce R. Livermore, M.D. 
Memphis, Tennessee 


Cryptorchidism denotes failure of the testicle 
to descend in its normal route to the anatomical 
position in the scrotum. It may be checked in 
its descent in the 


(a) Abdomen 

(b) Inguinal canal 

(c) After it has emerged from the external abdominal 
ring and 

(d) In the upper portion of the scrotum. 


In many cases the faulty position is not con- 
stant. The testicle at one examination may be in 
the abdomen, while at another it may be in the 
inguinal canal and in the low type, it may even 
descend to the scrotum, only to retract at a 
later date. The cause of faulty descent of the 
testicle is unknown. Various theories have been 
advanced. The part played by the gonadotropic 
hormone of the pituitary and the gubernaculum 
are those most usually accepted. Most urologists, 
however, consider the gonadotropic hormone the 
chief factor in the descent of the testicle. Neil 
Moore and Tapper! say that the gubernaculum 
acts as a guide only. 


Symptoms.—It is rare that cryptorchidism 
produces any symptoms, other than the mis- 
placement of the testicle. In cases, however, in 
which the testicle is in the inguinal canal, under 
the aponeurosis of the external oblique muscle, 
or is adherent to the abdominal wall at the iliac 
crest or under Poupart’s ligament, there may be 
pain on exercise or sudden motion. In some 
cases, the patient may suffer agonizing pain 
when walking or assuming certain positions. The 
cases herewith reported are of the latter type. 


Diagnosis —This is usually easy as the absence 
of one or both testicles from the normal position 
in the scrotum and when not found in the 
perineum, suprapubic, crural or inguinal regional 
regions is definite evidence of abdominal cryptor- 
chidism., Congenital absence of the testicle, how- 


*Read in Section on Urology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 

*From the Department of Urology, University of Tennessee 
College of Medicine. 
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ever, is a possibility. Regardless of its abnormal 
position, the testicles should be placed in the 
scrotum, as spermatogenesis does not occur in a 
testicle that is not in its true anatomical position. 
The age at which operation is indicated is a 
moot question, but I believe early operation, 
due to the danger of atrophy of the testicle, 
should be our choice. I prefer to wait until 
the child is four or five years of age. All cases, 
beyond these ages, that do not respond to an- 
terior pituitary sex hormones and Ballenger’s 
suction apparatus after several weeks trial, 
should be subjected to operation. Ballenger says, 
however, that he has had success with his method 
even after a year’s treatment. 


Complications —Many cases ate complicated 
by a hernia. The undescended testicle, too, is 
usually atrophic, (hence, the necessity of early 
operation) is sterile, and the child may fail 
to develop normal sex characteristics. Sexual 
neuroses, too, are not infrequent. The mis- 
placed testicle is also more subject to trauma, 
(unless intra abdominal) to torsion and to malig- 
nant degeneration. It is for these reasons that 
I advocate early operation. 


Prognosis.—The prognosis is usually good in 
the cases seen in early childhood. The difficulty 
of placing the testicle in the scrotum and atrophy 
of the testicle are enhanced every year after 
puberty. Although I have been able to obtain 
excellent cosmetic results in men 21 or over, I 
have no records of spermatogenesis in testicles 
placed in the scrotum at such a late age. Lowsley 
and Kerwin® say that spermatogenesis is usually 
absent in the adult cryptorchid. 


Treatment.—The treatment is non-operative 
and operative. The non-operative treatment con- 
sists in the administration of gonadotropic hor- 
mones of the anterior lobe of the pituitary gland 
or those derived from the urine of pregnant wom- 
en or mares. Extensive literature on this subject 
seems to prove the efficacy of the hormone treat- 
ment. In the Journal of Pediatrics Harding* re- 
ported 76 per cent complete success and 13 per 
cent partial success in 38 cases. Herman‘ quotes 
Werner, who reported success in 12 of 17 boys 
5 to 13 years of age, and Spence and Scowen, 
who reported 19 successes in 33 cases. Regard- 
less of these reports and my own successes, I am 
of the opinion that most testicles that descend 
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after the administration of hormones would most 
probably descend without such treatment as the 
child approached puberty. In the recent edition 
of Lowsley and Kerwin’s “Clinical Urology,” 
the above is confirmed. They quote Eisen- 
staedt, Appel and Fraenkel, whose experiments 
on rats which had been made cryptorchid tend 
to show that degenerative changes resulted in 
the testicles of the rats so treated, even though 
the testicles descended normally. This is a 
thought that should make us stop, look and 
listen. I would, therefore, like to go on record 
as urging the very careful use of hormones in the 
treatment of cryptorchidism and a painstaking 
observation of all signs and symptoms, until 
such time as further experimentation and trial 
shall deem it a procedure free from all danger. 


Operative Treatment—lI have had failures 
with the method of suturing the testicle to the 
bottom of the scrotum and placing a constrict- 
ing suture above the testicle, but my results with 
the Torek operation have been very successful. 
I, therefore, feel that this, or similar types of 
operation, such as Neil Moore and Tapper’s, 
should be the only ones used in cases of cryp- 
torchidism. Young® speaks very highly of the 
Bevan operation. In the March issue of the 
Journal of Urology, Lt. Commander, R. H. Abra- 
hamson,® gives a new operative technic for 
cryptorchidism in which he sutures the guber- 
naculum to a flap of the fascia lata of the thigh. 
He claims many advantages; the chief, other 
than those of the Torek, being that if the testicle 
cannot be brought down to the thigh, the fascial 
flap can be made long enough to bridge this gap. 
I have not used his method, but in view of this 
claim, it may well be added to our armamen- 
tarium. 


CASE REPORTS 


Case 1.—This patient came to us through my partner, 
Dr. O. P. Walker, June 18, 1942. H. W., a white man, 
azed 42, married, was well developed and well nourished. 
He complained of a sharp, boring pain radiating from 
the right inguinal region to his right knee. This pain 
was quite severe when he was seated or lying down but 
became agonizing when he was on his feet; in fact, so 
agonizing that he had to give up his position as an 
organist, as the pain was beyond endurance when he 
tried to manipulate the organ pedals. His family his- 
tory was negative. He had had an injury to the right — 
testicle when ten years of age and at 12, an operation 
for undescended testicle was performed but the testicle 
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could not be brought down to the scrotum. It was 
anchored in the groin where it caused pain when he 
stooped or suddenly flexed his: right thigh. In 1921 he 
was again operated upon but the testicle again re- 
tracted into the groin. He has continued to have more 
or less pain ever since. In 1922, his appendix was re- 
moved in the hope of relieving his pain, but without 
success. In 1939 he was suffering so much, he was 
operated upon again to free adhesions about the cecum. 
This gave no relief. Since 1939 he continued to suffer 
as above described until finally he resigned his position 
as organist. 


Examination.—There is no evidence of a right testicle 
in the scrotum, groin or abdomen. There is tenderness 
and a nauseating pain on pressure over the lower angle 
of the right inguinal canal and over the pubis. There 
is marked thickening in the right inguinal region due 
to cicatricial tissue. 


Diagnosis—An undescended testicle is probably em- 
bedded in scar tissue. 


Treatment.—At operation, the cord with the vas was 
freed and the vas traced to a small atrophic testicle 
about the size of a small date seed lying near the pubis. 
The cord and vas were ligated near the intérnal ab- 
dominal ring, severed and the atrophic testicle and cord 
were removed. A Bassini operation for hernia was done. 
He made a perfect recovery, has been entirely relieved 
of pain and has resumed his position as organist in a 
large church. 


Case 2-—March 8, 1937, A. T., a white boy, age 7, was 
seen. The family history was negative. Both testicles 
had been absent from their normal position in the 
scrotum since birth. In the previous few months, he had 
had pain when running, jumping or suddenly flexing 
the left thigh. Pain had become more severe in the 
past two weeks. 

Examination showed no evidence of either testicle 
in the scrotum. There was an ovoid mass, apparently 
the left testicle, in the left inguinal region-to the inner 
aspect of the left internal abdominal ring. It was not 
tender on gentle palpation, but was painful when 
squeezed or pressed upon. 

The diagnosis was cryptorchidism, with the right 
testicle in the abdomen or absent, and the left testicle 
in the left inguinal canal beneath the aponeurosis of 
the external oblique muscle. 


He was operated upon for left cryptorchidism on 
March 10, 1937. The left testicle was located in the 
left inguinal canal just internal to the left internal 
abdominal ring. It was easily freed, the cord lengthened 
by separating all connective tissue bands, the testicle 
placed in the scrotum and sutured to the bottom of the 
scrotum. A purse string suture was placed about the 
cord above the testicle. He made a nice recovery and 
left the hospital on the tenth day with the testicle in 
perfect position. He was to return for operation on 
the right side in 4 weeks. I did not see him again 
until April 15, 1941, when the following history was 
obtained: 


He had been apparently well, but his parents noted 
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the gradual retraction of the left testicle until in six 
months it could be palpated in the left inguinal region 
near the pubis. As he made no complaint, nothing was 
done. He had remained free of pain until the past two 
weeks when he began having attacks that simulated left 
ureteral colic. These were so severe that a hypodermic 
of morphine was necessary for relief. He would then 
be free of pain for 2 or 3 days when a repetition of 
the above symptoms would occur. These attacks had 
continued at. intervals of every few days for the past 
two weeks. 

Examination showed no evidence of either testicle in 
the scrotum or inguinal region. There was a mass 
about the size of the end of the thumb on the inner 
aspect of the crest of the left ilium, near the anterior 
superior spine. Palpation caused excruciating pain. 

The diagnosis was bilateral cryptorchidism, the right 
testicle in the abdomen; the left near the left anterior 
superior spine. . 

Operation was performed April 17, 1941. The cord 
was freed and traced to the left testicle which was firmly 
adherent to the crest of the left ilium near the 
anterior superior spine. It could be freed only by sharp 
dissection. It was impossible to lengthen the cord more 
than enough to place the testicle at the upper limit of 
the scrotum. It was, therefore, anchored in this position 
by a purse string suture about the cord above the 
testicle. A number 1 chromic suture was then passed 
through the visceral tunica at the lower end of the 
testicle, then through the skin at the bottom of the 
s¢rotum and anchored to a piece of adhesive strapped 
to the inner aspect of the left thigh. I did not remove 
this testicle because he may have had no right one. 
The operation was long and tedious, hence further 
operative procedure was deemed unwise. He made a nice 
recovery, had no more attacks of colic and left the 
hospital on the fourteenth day. I have not seen him 
since; hence cannot report on the end results. As he 
lives only 65 miles from Memphis, I feel sure his 
parents would have brought him to me or to some 
other urologist from whom I would have heard, had 
he continued to suffer. 
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Medical Arts Building 


DISCUSSION (Abstract) 


Dr. Jefferson C. Pennington, Nashville, Tenn.—Dr. 
Livermore has so well covered the points he brought 
out that I think I can best open the discussion with 
brief case reports. 


‘ 
045 
ost 
the 
ion 
y,” 
en- 
nts 
nd 
in | 
gh 
a 
ind 
ord 
the 
ing 
itil 
‘ial 
res 
the 
ict- { 
ith 
ful. 
of 
r’s, 
yp- 
the | 
the | 
ra- 
for 
er- | 
gh. 
her 
cle | 
ial 
his 
en- 
2 = 
ner, 
an, a 
ed. 5 
om 6 
ain 
| 
$0 
he 
his- 
ight 
‘10n 
icle 


480 


An error made by me in my first private case of 
cryptorchidism has left a lasting impression and has 
perhaps served to make me a little more conservative 
than I otherwise would have been. 

W. B., age 7 years, was brought in by his mother. 
On examination, neither testicle could be located. I 
strongly advised operation and arrangements were made 
at the hospital for him to enter on a certain date. 
When he came in, he had a very severe cold and I told 
his mother that anesthesia would be dangerous, to call me 
in two weeks for remaking hospital arrangements. In 
two weeks she called and said, “Doctor he has coughed 
both of them down.” When he was brought to the 
office both testicles were well into the scotum. He 
was observed for several months and the testicles were 
never known to ascend. He is now a healthy normal man 
somewhere in the armed forces. 

Since then little boys of all ages have been brought 
to me for cryptorchidism and conservatism has_ been 
rewarded by natural descent in a fair number of them. 

In a few cases we have had success with Ballenger’s 
suction apparatus. It is no trouble to get the little boy 
to come for treatment especially if he is old enough to 
be attracted by his sex organs. We show him how to use 
the apparatus and shut him up in a room to treat 
himself. 

I cannot recall any success in the use of “‘antuitrin S” 
either in my practice or in my observation of others. An 
interesting incident occurred in the history of one of our 
patients in 1942. C.Y., age 24, had no testicles and 


a little penis about 2 cm. long and 4 cm. in circum- 


ference. He weighed 335 pounds and said that he 
weighed only 260 when a physician began giving him 
“antuitrin S.” In two months time he gained 85 pounds 
and supposed he was still gaining and that he could not 
always keep up exactly with his weight because he had 
to weigh on cattle scales and such scales were scarce in 
his neighborhood. We found him to be a hypothyroid 
in addition to his other troubles and instituted treat- 
ment consisting of 2 graines desiccated thyroid daily and 
25 mg. “perandren” in the muscle twice weekly. He was 
supplied with “perandren” and taught to give his own 
injection. He kept up his treatment rather faithfully 
for three months with apparently no improvement ex- 
cept increase in the size of his penis. Since that time 
he has stayed on his treatment on the average of six 
weeks at a time and skipped six weeks. Four days ago, 
instead of looking flabby with rolls of fat hanging here 
and yonder, he looked solid and had taken on the 
physique of a man and his weight was 300 pounds. The 
left testicle was in the normal position in the scrotum 
and normal in size. The right testicle descends and 
ascends but has not gone higher than the external ring 
in the last six months. 

By the use of “perandren” alone we had an eleven- 
year-old 185-pound boy with an infantile penis and 
cryptorchidism with an apron of fat extending below 
his tiny scrotum return to the appearance of a perfectly 
normal male in every respect with an abundance of 
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pubic hair. This boy was so fat that he walked spraddled 
legged and could not run at all. He is now an important 
member of his school football team. His treatment con- 
sisted of 25 mg. “perandren” twice weekly for nine 
months. 

In some quarters it is believed that cryptorchidism 
may be conductive to carcinoma of the testicle. On this. 
phase I am unprepared to speak. However, 1 am in- 
terested in a case of a man 85 years old upon whom I 
did a prostatic resection seven days ago. When first 
seen he told me of a rupture which had been present 
ever since he could remember. Upon examination I 
found a scrotum which hung to the right with a mass 
in it which contained a testicle hydrocele. There was no 
other testicle in the scrotum. On the left there was a 
large cylindrical mass in the groin extending from the 
external ring to the perineum but not connected with 
the scrotum. This mass had the consistency of gut 
except just below the external ring where the testicle 
could be palpated. By pressing the bottom of the mass. 
upward the whole mass could be pushed into the ab- 
domen and on release of pressure it immediately returned. 

In this one case at least, in 85 years no evidence of 
malignancy had developed. 

The majority of our cases have been operated upon 
and whenever possible the Torek method was used 
successfully. 


RADIATION THERAPY IN UTERINE 
FIBROIDS* 


By Joun Day PEAkE, M.D. 
Mobile, Alabama 


The material for this paper is based on a 
study of three hundred cases of uterine fibroids 
referred for radiation therapy within the last ten 
years. These cases have been followed from six 
months to ten years. All cases were referred by 
general surgeons. The patients were examined 
several times by at least two or more physicians 
before treatments were instituted. Only patients. 
with symptoms were treated, and in a large 
majority of cases, abnormal uterine bleeding, 
especially menorrhagia, was the paramount 
symptom. 

The terms uterine fibroid, uterine myoma, 
uterine fibromyoma and leiomyoma all are 
synonymous. These terms partly describe the 
pathology. Fibroids are a mixed tumor composed 


*Read in Section on Radiology, Southern Medical Association, 
Thirty-Eighth ‘Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 
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of bundles of muscle cells and strands of fibrous 
tissue covered by a capsule in which lie the blood 
vessels and lymphatic vessels. 

Fibromyomas are classified according to the 
basis of their location: subserous, interstitial or 
intramural, submucous, cervical and extraperi- 
toneal fibroid. 

The etiology of uterine fibroid is not exactly 
understood. Many authors agree with Ewing? 
that they arise from congenital rests in the 
uterine wall and that their development is likely 
to occur in the vicinity of one of the larger 
uterine blood vessels. Witherspoon has ad- 
vanced the theory that unopposed action of 
estrin over a long period of time slowly produces 
uterine fibroids. 

Myomas are a very common tumor, more fre- 
quently found in colored women. Kelly and 
Cullen at autopsy found that 33.7 per cent of 
colored patients and only 10 per cent of white 
patients had uterine fibroids. Many more cases 
were found in sterile women. In our group, 26 
per cent had no pregnancy. The youngest of our 
patients was a twenty-six-year-old Negro with 
one child. The oldest patient was a seventy- 
seven-year-old white woman with four children. 
The average age for our group was forty-two 
years. The average number of children was 
three. 

The almost constant symptom in our group 
of cases was menorrhagia. It began as an in- 
crease in the length of the normal period with 
a gradual prolongated period until finally the 
periods lasted ten days to two weeks. With these 
prolonged periods, the regular menstrual cycle 
was lost. The bleeding was relieved by rest in 
bed and was made worse by physical exertion. 
The patients often continued to lose blood until 
secondary anemia was produced. Often only 
radiation therapy or immediate surgery will 
control this bleeding; in fact, most of these cases 
that we have seen were not controlled by simple 
methods. Pressure symptoms were present in 
only a few of our cases, as the large tumors and 
complicated pelvic pathology was referred for 
surgery. We have several times seen tumors as 
large as a six months’ pregnancy reduced by 
roentgen therapy until the patient was symptom- 
less. In a case sent to us to stop the bleeding so 
that an operation could be done later, the pa- 
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tient’s tumor was so well reduced that no surgery 
was necessary. 

Pain was only an incidental symptom, usually 
associated with menorrhagia. If pain was the 
chief complaint, radiation was not deemed the 
treatment of choice. 

Diagnosis of uterine fibroid is made by a 
careful history, especially a detailed menstrual 
history along with a carefully performed bi- 
manual pelvic examination. This examination 
should be repeated and preferably there should 
be two examiners. In our cases, at least two 
physicians have examined the pelvis, often more. 
If there is doubt as to the diagnosis, after re- 
peated examinations and observation, then per- 
haps laparotomy should be the’ treatment of 
choice. We have not used iodized oil in the 
uterine cavity to demonstrate submucous fibroid, 
nor have we used pneumoperitoneum to demon- 
strate subserous fibroids. We have used scout 
films to demonstrate calcified fibroids. In case 
there is a question of pregnancy, an Ashcheim- 
Zondek or Friedmann test should be done. If 
there is a question of late pregnancy, x-ray 
examination will establish the diagnosis. 

In outlining the treatment of patients with 
myomas, one should try to relieve the symptoms 
with the simplest method. The complication 
should be reduced to a minimum and the mor- 
tality should be as low as possible. In selecting 
cases for radiation therapy, one should be very 
careful that the diagnosis is correct. (Always 
rule out pregnancy and cancer of the uterus.) 
Be careful that no pelvic or abdominal compli- 
cations are present that could.be precipitated by 
radiation. We did not find that a mild pelvic 
infection was a serious complication if carefully 
treated with small doses of x-ray. Now with the 
use of the sulfa drugs and penicillin, the possible 
inflammatory complications will be less danger- 
ous. Bleeding was the chief reason for treatment 
in our series of cases. The majority of patients 
were at least forty years old or more, forty-two 
years being the average. Often younger patients 
who do not want more children can be satis- 
factorily treated by radiation, and the meno- 
pause is no more severe than following surgery. 
The menopause may be more abrupt, but our 
observations reveal that it has not been more 
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troublesome than surgical menopause which 
usually followed operation for uterine fibroid. 


When other disease was present in the abdo- 
men, surgery was suggested as the treatment of 
choice. No patients were treated for pressure 
symptoms, nor were any treated for pain. No 
patients were treated for degenerative tumor; a 
few large tumors were reduced satisfactorily so 
that surgery was not necessary. If we found that 
the patient’s nervous system was quite unstable 
and that she was afraid of radium or x-ray, we 
did not treat. One of our failures from both 
radium and x-ray therapy was a pedunculated 
submucous tumor. This was not diagnosed until 
after the hysterectomy. Operation had to be 
done to control bleeding which was not con- 
trolled by radiation. 

Several patients were selected for radiation 
due to concurrent diseases. One of these pa- 
tients had a toxic thyroid with a bleeding fibroid. 
Both the thyroid and fibroid were treated with 
roentgen therapy with satisfactory relief. Another 
patient had moderate coronary heart disease with 
bleeding fibroid and was treated with roentgen 
ray with gratifying results. A patient was 
treated who had cancer of the pharynx and 
bleeding fibroid. Each of these conditions was 
treated by radiation and the patient is now living 
beyond the five-year period. Another lady had 
an advanced carcinoma of the breast with a 
bleeding fibroid and she was given radiation with 
satisfactory symptomatic relief. 

Some surgeons say that they feel that many 
malignancies are overlooked unless the patients 
have exploratory operations. Ewing reported 
only five sarcomas in twenty-five years of prac- 
tice. Graves* says that less than one per cent 
of the fibroids become sarcomas. Costolow* 
found that 0.4 per cent of a series of uterine 
fibroids showed evidence of carcinoma. This is 
perhaps lower than the average for women of 
this age. We have had to treat two sarcomas 
which were diagnosed after a supravaginal hys- 
terectomy. These were not irradiated previous 
to operation. I believe these cases would have 
lived just as long if no surgery had been done. 
Usually the diagnosis is made several days after 
the operation when the pathologist studies the 
tissue microscopically. Unless complete hyster- 
ectomies are done on all uterine fibroids, I do not 
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feel that carcinomas or sarcomas are helped by 
usual supravaginal hysterectomy; in fact, it has 
been our observation that more of these cases 
have been made worse by incomplete surgery. A 
diagnostic curettement and radium, followed by 
complete hysterectomy, would be the treatment 
of choice in these cases. 

Most of the patients who have bleeding uterine 
fibroids are near the menopausal age and have 
their families. The criticism one most often 
hears is that the patients after radiation have a 
severe menopausal shock. In our cases, the bleed- 
ing stopped within six weeks to three months and 
usually no menopausal symptoms appeared be- 
fore the third month. In a fair number of cases 
there were no disagreeable symptoms. The com- 
plaints were hot flashes, nervousness and occa- 
sionally headache; probably two-thifds of our 
patients had symptoms. These symptoms can 
be somewhat relieved by estrogenic substances 
and sedatives along with considerable reassur- 
ance. In our two youngest patients, one twenty- 
six years of age, and another thirty-one years 
of age, there were no outstanding complaints. 
These two patients worked daily without any 
undue complaints. They both married and are 
apparently happy. 

We have tried to determine by questions and 
examination if the sexual life was disturbed. In 
no case have we been able to get a history of 
loss of libido. In none of our cases has preg- 
nancy followed radiation. Several of our younger 
patients have re-established their normal men- 
strual cycle. 

Batley, in 1857, first suggested removal of 
the ovaries for treatment of nonovarian tumors. 
Soon after Roentgen’s discovery, Senn, Perthes, 
Kienbock and others established the scientific 
dose for roentgen therapy. In 1904, Foveau de 
Cavermelles began treating uterine fibroids by 
roentgen rays. This technic was later improved 
by Holzkrecht, Witterer, Carl, Raenkel and 
others. In 1905, radium was first used for the 
treatment of uterine fibroids by Abb, later, Kelly, 
Clarke, Burnam‘ and others contributed further 
to the management of uterine myomas by 
radiation. 


The choice of treatment in any special case 
is governed by many factors. If the case at hand 
is an unquestionable uterine fibroid with no 
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pelvic complications, we usually are safe in treat- 
ing with external irradiation alone. If there is 
any question, the patient should be given a gen- 
eral anesthetic and a careful pelvic examination 
including dilatation and curettement. If the ex- 
amination reveals no pelvic disease and the tissue 
removed shows no evidence of malignancy, one 
is safe in placing radium in the uterine cavity. 
We usually carry out this procedure rather than 
give x-ray, as the patient has to stay in bed sev- 
eral days after dilatation and curettement, and 
while she is in bed, radium can be administered. 
This usually saves time and gives excellent re- 
sults. In cases of persistent bleeding, we usually 
deliberately do dilatation and curettement and 
place radium in the uterine cavity, as the pack 
used to keep the radium in place will usually con- 
trol the hemorrhage. After this procedure, we 
usually ask that the patient be very careful in 
regard to physical exertion and often there is 
no further bleeding. 


In our group of cases, we used external 
roentgen ray in one hundred eighty-six patients. 
The equipment used was the conventional 200 
K.V.P., 20 MA., 50 cm., 6 mm. al., 0.5 mm. 
copper; 0.5 value layer copper 0.9, 15 cm. port, 
250 to 300 r. measured in air, given daily to one 
area. We usually use only one port anteriorly 
and one posteriorly, but in large tumors, we 
use two anterior fields. The patients were treated 
six to twelve times, usually within two weeks. In 
the last few years I have given a larger dose than 
we did several years ago, as several of our earlier 
cases required several series of treatments to 
stop the hemorrhage and shrink the tumor. We 
have found that our patients tolerate the larger 
doses well and thus far, we have had no serious 
complication. Since we have been using the 
larger dose, we have not had to repeat our treat- 
ments. 

Eighty-six of our cases had only radium. This 
was preceded by dilatation and curettement and 
radium placed in the uterine cavity: 35 to 50 
mg. of radium filtered by 1 mm. platinum. The 
radium was left in the uterine cavity to produce 
800 to 3,000 mg. hours. The patients were kept 
in bed several days after the radium was 
removed. 


Eighteen cases had both x-ray therapy and 
radium. These were cases that did not respond 
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to the usual roentgen therapy. The dose of 
radium following x-ray therapy was smaller than 
in those cases that had had no previous therapy. 
All patients were asked to return at the end of 
two weeks for pelvic examination and observation 
of the skin; in six weeks, three months, six 
months and then once per year. The minor 
complications were handled at the time of these 
visits and those cases needing estrogenic sub- 
stances were referred to the family physician for 
this therapy. 


SUMMARY 


Out of three hundred cases of uterine myomas 
with bleeding, two hundred ninety were treated 
by radiation. Ten were not treated due to 
radiophobia. One hundred eighty-six cases were 
treated by roentgen therapy, eighty-six by 
radium (dilatation and curettage), and eighteen 
cases by combined x-ray and radium. Only two 
cases failed to be relieved of the uterine hem- 
orrhage. Three cases continued to have pain 
after the uterine bleeding stopped. Three pa- 
tients were fearful of cancer and wanted a hyster- 
ectomy. The two cases that did not stop bleed- 
ing had surgery. One was pedunculated sub- 
mucous fibroid. The other was a uterine fibroid 
with a tubo-ovarian abscess. The three cases 
that had hysterectomy for fear of cancer of the 
uterus found the fibroid was smaller and there 
was no evidence of malignancy. The patients 
with persistent pelvic pain following radiation 
showed little improvement following surgery. In 
these cases little was found to explain the pain. 
Since surgery, there has still been some pelvic 
discomfort in two of the patients. Surgery fol- 
lowing radiation was not any more difficult than 
cases without previous radiation. 


We have noticed reactivity and bleeding after 
the use of stilbestrol in ten cases. After the drug 
is withheld, the bleeding stops. There was a 
case of bleeding after theelin. This point I do 
want to stress, as it had not been called to my 
attention until I observed this in numerous cases. 
The patient having artificial menopause by radi- 
ation can be made to have uterine hemorrhage 
by large doses of stilbestrol. We have had at 
least ten such cases, and they have all been 
relieved by stopping this drug. Only one of our 
cases has been made to bleed by the use of 
theelin. No deaths or serious complications have 
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followed radiation therapy in two hundred ninety 
cases. 


CONCLUSION 


(1) Definite uterine fibroids respond well to 
radiation therapy. 

(2) Uterine bleeding due to uterine fibroids 
was controlled in all of our cases except two. 

(3) Some large uterine fibroids can be reduced 
and made symptom-free by radiation therapy in 
selected cases. 

(4) Some younger patients may be treated 
satisfactorily by radiation therapy. 

(5) Some of the so-called contra-indications 
to radiation therapy are over emphasized. 

(6) The menopause produced by radiation 
therapy is probably more abrupt, but no more 
severe than surgical menopause and can be con- 
trolled by barbiturates and estrogenic substances. 

(7) Radiation therapy is the treatment of 
choice in patients with physical complications 
which render surgery dangerous. 

(8) There is no mortality and the complica- 
tions are slight. 
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DISCUSSION (Abstract) 


Dr. Hugh C. Chance, Cumberland Gap, Tenn. — 
I have seen many women go through the menopause. 
I have seen them go through naturally, and I have 
seen them go through it from operative removal of 
ovaries and tubes and from radiation and to save my 
soul I have never been able to tell the difference. 
I have radiated a number of fibroids. The submucous 
is not suited for radiation we are told but results seem 
about as good in that as in any other type. If the 
tumor has a pedicle you will notice after radiation and 
waiting five or six months that it is very much smaller, 
and the pedicles are much more easily destroyed and 
the tumor thus removed. Now, if it be a fibroid 
polypus that is presenting at the cervical os the size 
of a hen’s egg the trans-vaginal x-ray should be used 
on it, 600-1,000 r. for each of five or six treatments. 
It will not be one-fourth as large as before and the 
bleeding stops. 
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Dr. R. T. Wilson, Austin, Tex——There are three points 
I would like to emphasize: 

(1) The dosage. Dr. Peake is to be congratulated 
on getting the good results on such a small dosage. It 
has been my custom to give from 3,000 to 4,000 r, 
depending on the size of the tumor. 

(2) A large percentage of my patients had a pro- 
longed period for the last after the radiation was given. 
This requires considerable reassurance because it is 
alarming to some patients. 

(3) Doubtless all of us are frequently surprised when 
we advise operation for the large, irregular fibroids 
and when patient refuses operation but insists on 
radiation the results are better than are hoped for 
many times. 


Dr. Edwin C. Ernst, St. Louis, Mo.—For the past 
twenty-five years I have been deeply interested in the 
subject of uterine fibromyomata. The respective merits 
of surgery, x-ray, radium, or endocrine therapy, and 
the end results in the treatment thereof have been care- 
fully studied and evaluated. However, when selecting 
either the more conservative irradiation methods of treat- 
ment or the more radical surgical procedures, it is 
equally essential to differentiate the uncomplicated 
uterine tumor groups from those presenting a variety 
of questionable complications. 

These and many other preliminary concepts or diag- 
nostic criteria have been sufficiently emphasized by Dr. 
Peake and further repetition is superfluous. Suffice to 
state, when in doubt consultation with endocrinologists 
and gynecologists is to be encouraged if effective man- 
agement is to be achieved, especially when unusual func- 
tional disturbances present themselves as complicating 
factors. 

When irradiation is indicated as a therapeutic measure, 
we prefer the roentgen rays to radium. In fact radium 
has rarely been employed by us in the benign uterine 
fibromyomata groups for the past fifteen years. We 
realize that a single adequate castration dose of either 
radium or x-ray will terminate the menstrual cycle. How- 
ever, physiologically we prefer the less concentrated frac- 
tional irradiation method of slowly reducing the uterine 
tumor and subsequent cessation of ovarian activities. The 
roentgen rays are certainly more practical for this form 
of therapy. We have also observed in the functionally 
disturbed patients that the post menopausal changes 
appear to be increasingly modified when the smaller 
fractional treatments are employed over a period of eight 
weeks in preference to the more concentrated single 
larger radium doses. It is equally important throughout 
the post radiation period that the family physician and 
radiologist cooperate from a psychological standpoint 
during the patient’s most trying period of mental and 
functional readjustment. 

I also agree with the essayist in emphasizing the im- 
portance of a most searching preliminary clinical and 
bimanual examination in addition to obtaining negative 
curettage findings. Repeated examinations are indicated 
during the course of the treatments and especially a 
month after the completion of the final radiation pro- 
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cedures. Most of our cases are periodically examined 
by their referring physicians for a number of years 
following completion of their series of treatments, and 
surprisingly less than 0.5 per cent have ever returned 
with subsequent uterine malignancy. Most of our pa- 
tients seem to be well pleased with the end results of 
our treatment for fibroid tumors and, undoubtedly, 
would be initially inclined to return to us for examina- 
tion should complications arise or signs of bleeding recur. 


We have treated many thousands of simple uterine 
fibroid problems and our past success warrants continua- 
tion of the fractional roentgen dose method in preference 
to applying radium when in our opinion irradiation is 
the treatment of choice. 


ECTOPIC PREGNANCY* 


FOUR POINT DIAGNOSIS, INCLUDING 
80 ADDITIONAL CASES 


By RicHarp Torpin, M.D. 
Augusta, Georgia 


Before this section of the Southern Medical 
Association there was presented in 1937 a re- 
port! of 141 cases of ectopic pregnancy, stress- 
ing the tell-tale diagnostic points in the history, 
symptoms and physical findings. Many of these 
cases were diagnosed and treated without special 
reference to the diagnostic symptom complex 
presented. Since that date, there have been 
treated in the University Hospital 80 additional 
patients with ectopic pregnancy, most of which 
cases were diagnosed by this method, if not by 
the attending physician, at least by the intern 
or resident who had been thus trained. In the 
past series of 141 cases the diagnosis was correct 
for ectopic pregnancy in only 50 per cent of the 
cases, including those in which it was merely 
suspected. In the present series of 80 cases a 
correct diagnosis was made preoperatively in 71 
cases, incorrect in 9 cases, being 88.7 per cent 
correct. By eliminating all cases not managed 
by the teaching staff there were four cases in- 
correctly diagnosed. Two of these were rela- 
tively symptomless cases found, one in associa- 
tion with fibromyoma and one with ovarian 


*Read in Section on Obstetrics, Southern Medical Association, 
aes Annual Meeting, St. Louis, Missouri, November 
-16, 1944, 


*From the Department of Obstetrics and Gynecology, Uni- 
versity of Georgia School of Medicine. 
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cyst. This compares favorably with the average 
series of recent report in which approximately 
30 per cent are erroneously diagnosed. 

Not only was the diagnosis more often correct 
in this series than in the previous one, but the 
correct diagnosis was arrived at sooner, a dis- 
tinct advantage in this disease which almost 
without exception is better treated if early 
treated. The average hospital stay prior to op- 
eration in this series was two days instead of 
four in the first series, a total saving of 160 
hospital days. Forty-eight per cent were op- 
erated upon the day of admission. The students 
and house staff are drilled upon the thesis that 
an ectopic is neglected if the operation is de- 
layed more than a few hours after the first 
physician first sees her. 


In the combined series of 221 cases, 571% per 
cent occurred in white women and 42% per 
cent in Negro women. The census bureau gives 
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*Table 2 from Sadler, W. P.: Minnesota Med., 25:714, 
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the relative racial populations as 58 per cent 
white and 42 per cent Negro in the city of 
Augusta.8 Consequently, the relative incidence 
of ectopic pregnancy in the two races may be 
considered identical. Certainly gonorrheal sal- 
pingitis, one of the commonly accepted etiologic 
factors, is several times more prevalent in the 
Negro than in the Caucasian women, but it also 
is much more damaging in the Negro, more 
often completely occluding her fallopian tubes. 
Evidently this counterbalances an otherwise pos- 
sibly greater susceptibility to tubal implantation. 

What then, are the cardinal signs and symp- 
toms of ectopic pregnancy? Leading in all re- 
views are four of primary incidence. The chief 
of these is abdominal pain (Tables 3 and 4). 


In most instances an intelligent and compre- 
hensive history of the single symptom, abdomi- 
nal pain, will make the examiner consider above 
all else ectopic pregnancy. The pain has cer- 
tain distinct characteristics. It practically al- 
ways is sudden in onset, whether the patient be 
in some act of exertion or straining, which is 
most often the case, or occasionally she may 
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be resting even in bed. In most instances the 
pain is in the lower abdominal cavity and to 
one side or the other. It ordinarily is of such 
intensity as to cause her to go to bed. The de- 
sire to lie down may be due in part to the sud- 
den fall in blood pressure which presumably ac- 
companies the abrupt flow of blood into the 
peritoneal cavity. At any rate, she usually stays 
in bed long enough to feel well and strong 
enough to be up and about. This depends us- 
ually upon the severity of the initial pain, and 
the amount and duration of syncope, which to- 


THE INCIDENCE OF THE FOUR CARDINAL SYMPTOMS 
AND SIGNS OF ECTOPIC PREGNANCY IN 80 INSTANCES 


——WHITE—— 
No 
Yes No Record 


36 
35 
26 


Abdominal pain 
Vaginal bleeding 


Amenorrhea 


Table 3 


INCIDENCE OF CARDINAL SYMPTOMS ACCORDING TO PREVIOUS REPORTS 


Author and Location 


Per Cent 
with 
Amenorrhea 


Per Cent 
with 
Mass 


Per Cent 
Vaginal 
Hemorrhage 


Per Cent 
Abdominal 


Year Pain 


Wynne, H. M.,™ Johns Hopkins 

Lavell, T. E.,4 Bellevue, N. Y. -.---------. 
Jonas, A. T.,% Boston, Mass. -......_........ 
Fitzgerald, F. E.,1* Chicago 

Meagher, W. C.,17 Brooklyn 

Grier, R. M.,?8 Evanston, Ill. 


Jennings, D.,2° Bennettsville, 
Shaw, H. N.,*1 Los Angeles 

Woodhouse, H. W., Cedar Rapids, Iowa 
Miller, H. E., New Orleans, La. -................... 
Ware, H. H.,22 Richmond, Va. - 

Sadler, W. P., Minneapolis 

Johnson, W. O.,% Louisville, Ky — 
Farrell & Scheffey, Philadelphia 
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gether depend upon the pathology. Quite often 
she thinks she is able to get up the next day, 
but in many cases she stays in bed a week or 
longer. When she arises and walks around she 
almost invariably has a recurrence of the attack 
and the time of this recurrence frequently bears 
considerable relation to the length of time she 
remained in bed. If this was a short time, the 
recurrent attack is usually not long in coming, 
possibly by the end of the first day up, but if 
she has remained in bed a week or so, the re- 
currence may not take place for several days. 
Many patients in this series had several epi- 
sodes of the described procedure before qualified 
care was obtained. Some had recurrences over 
a period of many weeks so that they developed 
considerable anemia and abdominal distension 
due to clotted and fluid blood within the ab- 
dominal cavity. Whether this occurred early or 
jate, the abdominal pain then assumed addi- 
tional character and radiated higher to the 
region of the diaphragm, liver, or shoulder, due 
to the irritation of the upper abdominal peri- 
toneum. Abdominal pain, usually unilateral, 
occurred in this series in all but three cases in 
the 75 in which there was a record; 96 per cent 
of them had pain. 

The second of the four cardinal findings is 
vaginal hemorrhage. This is generally described 
as irregular spotting, but may be profuse, even 
flooding, as shown in the previous series. Quite 
frequently it is mistaken as denoting an intra- 
uterine abortion, or by the patient as an ab- 
normal menstrual period. Unless proper therapy 
is instituted the bleeding may extend over a 
term of weeks or even months. In this group 
there was bloody vaginal discharge present in 
72 of 78 recorded cases, an incidence of 92 per 
cent. 


The third of the four findings is the palpation 
of a pelvic mass, or its equivalent. Ordinarily 
the enlarged pregnant tube with the associated 
mass of clot and adhesions forming to the ovary 
or bowel, although ordinarily extremely tender, 
allows of distinct palpation, and since the op- 
posite side is free, it permits determination of 
the unilateral mass. It is wise to be gentle in 
the examination, so that no further hemorrhage 
is induced by separating the clots. Consequent- 
ly, one may be satisfied in a seriously ill patient 
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to consider an exquisitely tender cervix, on mo- 
tion, or a boggy fullness of the cul-de-sac as 
equivalent to a mass. 


The emergency room of a busy hospital is a 
rather dangerous place for these critically ill pa- 
tients. In spite of repeated warnings to the 
house staff and the medical students, three or 
four patients in this group went into surgical 
shock (hemorrhage) following too vigorous and 
too frequent vaginal examinations. The ap- 
pended history is illustrative: 


E. W., a Negro woman, aged 36, entered the emer- 
gency room with a history of pain and vaginal hemor- 
rhage following amenorrhea of 5-6 days duration. At 
2 p. m. she had had severe pain near the umbilicus, 
beginning while straining at stool. She went to bed 
and later came to the hospital at 3:30 p. m. Blood 
pressure then was 110/70. After several vaginal ex- 
aminations it fell in thirty minutes to 90/56. Then 
two or three more vaginals and the pressure went to 
70/44 in 15 minutes; later to 66/38. 


Reference to similar histories has been made 
by others. 


A mass was palpable in 62 of 66 patients ex- 
amined (94 per cent). In 14 other instances 
there was no record of vaginal examinations, 
many of these being critically ill and the ex- 
amining physician either failed to record the 
findings or he considered the diagnosis such as 
to warrant operation without vaginal examina- 
tion. 

The fourth diagnostic point, amenorrhea, is 
usually less commonly found than any of the 
other three, occurring ordinarily in 50 or 60 
per cent of reported cases. One factor for this 
is that the ectopic pregnancy, implanted as it 
is in other than uterine endometrium, is apt to 
erode into an uncontrollable blood vessel even 
as early as, or earlier than, the next due period, 
and there is then an apparent attempt to abort 
the products of conception, resulting in vaginal 
hemorrhage when the endometrial tissues are 
shed. If this occurs, as quite often it does near 
the time of the next period, it is mistaken for 
the expected menstruation. 

In these 80 cases there was a history of amen- 
orrhea of at least four days in 57 cases, none in 
19 instances, and no record in 4 instances. 
Among the reported cases amenorrhea was pres- 
ent in 75 per cent. The duration beyond the 
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missed period was a few days to one week in 6 
cases, 10 days to two weeks in 7 cases, one 
month in 9 cases, two months in 20 cases, three 
months in 7 cases, four months in 3 cases, five 
months in one case and six months in 2 cases. 


Besides these four cardinal points there are 
a few other valuable findings, especially fluid 
wave, Cullen sign, otherwise unaccountable an- 
emia, high pulse rate in relation to temperature, 
and surgical collapse. Fluid wave of recent on- 
set in a woman of childbearing age without 
edema of the extremities is very suggestive of 
intra-abdominal hemorrhage due to ectopic preg- 
nancy. Fluid wave was found in 19 cases. Cul- 
len sign found once in this series was almost 
pathognomonic. Marked acute anemia not 
otherwise accounted for should cause one to sus- 
pect ectopic pregnancy in the differential diag- 
nosis of an acute abdominal condition in wom- 
en of childbearing age. Likewise an unaccount- 
ably rapid pulse or shock and hypotension in a 
woman of this age with other abdominal symp- 
toms should lead one to consider ectopic preg- 
nancy. 

In the diagnosis of late ectopic or abdominal 
pregnancy, which occurs probably once in 1,000 
normal labors, a history of undue abdominal 
pain associated with episodes of vaginal spotting 
during pregnancy should induce the obstetrician 
to consider abdominal pregnancy. Even then it 
is often difficult to be sure that the fetus is not 
intra-uterine, even after thorough x-ray studies. 
Cornell and Lash® have said that any transverse 
presenting fetus at term, especially if high in 
the abdomen, should lend support to the possi- 
bility of extra-uterine pregnancy. 

Here is suggested a diagnostic test, which, 
while never as yet applied to a case, may be 
pathognomonic. It has been shown by Wood- 
bury e¢ alii® in our clinic that the contracting 
uterus late in pregnancy causes a definite in- 
crease in the maternal venous pressure of 10 
mm. Hg due to the pint or more of blood 
squeezed out of the placental bed into the ma- 
ternal circulation. The test proposed is deter- 
mination of the maternal venous pressure be- 
fore, during and after the administration of 
0.1 c. c. pitocin or pituitrin, observing caution 
to prevent bearing down. Failure of a rise in 
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venous pressure should indicate that the fetus 
and placenta are outside of the uterus. All other 
signs and symptoms of ectopic pregnancy are 
inconstant or occur in common with so many 
other conditions that they often merely confuse 
the issue. 

In my opinion, it is misleading to place much 
emphasis upon the following findings: tempera- 
ture, white cell count, sedimentation tests, preg- 
nancy tests, nausea and vomiting. The tempera- 
ture may be as high as 103° without evidence 
of infection. The white cell count was less than 
10,000 in one third of the cases, from 10 to 
15,000 in one third and above 15,000 in one 
third of the cases. The sedimentation rate is 
inconclusive and no report places much value 
upon it. Pregnancy tests require too long and 
not infrequently are confusingly negative, due, 
no doubt, to the early destruction of the embryo 
and trophoblast. We have found some value, 
however, in the two-hour test of Kupperman 
et alii, in that there is no accompanying delay 
in operating upon the patient. Nausea and 
vomiting may be associated with the pregnancy 
as well as with appendicitis and acute salpin- 
gitis. X-ray is of value in some cases of ad- 
vanced abdominal pregnancy, but in our experi- 
ence, it has more often confused than aided in 
the diagnosis. 

Whenever there is reasonable doubt in the 
diagnosis of ectopic pregnancy, a posterior col- 
potomy is so relatively safe and so often insures 
the diagnosis that it should be used more fre- 
quently. In this study it ruled out the question 
of ectopic pregnancy in probably a half dozen 
suspected cases which proved to be otherwise, 
not included in this series. The colpotomy 
should be by lateral incision close to the pos- 
terior wall of the cervix, securing hemostasis 
before incising the peritoneum, so as to be able 
to determine the presence or absence of intra- 
peritoneal free blood or clot. If there is none, 
one is justified in concluding that there is no 
ectopic pregnancy, although by spreading the 
opening from side to side, inspection of both 
tubes and ovaries may be done, or even the 
operation of salpingectomy be completed vagi- 
nally. Colpotomy was done in 31 instances in 
this series. Heaney’? advises uterine curette- 
ment prior to the colpotomy which is then done 
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if there is a “dry scrape.’ However, we have 
not followed that procedure and have been re- 
warded by not molesting one or two intra- 
uterine pregnancies which went to full term de- 
livery. 

I have known of one or two instances of pel- 
vic infection following colpotomy, but these 
were not in ectopic pregnancies, and it should 
never occur if the vagina is cleansed as it ought 
to be for a major operation. 


Colpotomy in doubtful cases thus completed 
the diagnosis to the satisfaction of all the staff 
and has, in association with this series, saved 
several women unnecessary laparotomies with 
the attendant danger, expense and extended 
hospitalization. 

Study of the literature'*~? and of case histories 
shows that the conditions confused with ectopic 
pregnancy in approximate order of incidence 
are: salpingitis, uterine abortion, appendicitis, 
ovarian cyst, fibromyoma, intra-uterine hemor- 
rhage from corpus luteum cyst and, rarely 
hematoma of the rectus muscle. 
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DISCUSSION (Abstract) 


Dr. Lucius E. Burch, Nashville, Tenn—Dr. Tor- 
pin has presented a most interesting and instructive 
paper on an ever timely subject. For a considerable 
time I have been especially interested in ectopic gesta- 
tion, particularly in regard to diagnosis. The typical 
case with a history of a missed menstrual period, a 
severe tearing lower abdominal pain associated with 
shock and followed by a bloody vaginal discharge of- 
fers no difficulty in diagnosis even for the neophyte. 
In approximately 50 per cent of cases, however, the 
history and physical examination are not clearly diag- 
nostic. It is in this group of atypical cases that spe- 
cialized laboratory procedures are of particular benefit. 
I have recommended cul-de-sac aspiration as a bene- 
ficial procedure, a “bloody tap” indicating intra- 
peritoneal hemorrhage. This is a safe, quick and cer- 
tain method for ascertaining whether or not free blood 
is present. Pneumoperitoneum followed by x-ray is of 
benefit in some cases. Peritoneoscopy, though not gen- 
erally used at present in the diagnosis of ectopic preg- 
nancy, is worthy of consideration. 


Dr. M. Pierce Rucker, Richmond, Va.—At the John- 
ston-Willis Hospital the 134 patients who have been 
operated upon for this condition were diagnosed ac- 
curately. They were all private patients, and were 
seen by the same group of doctors. I can recall sev- 
eral who were operated upon when an_ unruptured 
tubal pregnancy was thought of. They proved to have 
sub-acute appendicitis and early pregnancy. 

A word of caution about vaginal examinations: we 
feel that if they are necessary to clear up the diag- 
nosis, they should be done only when the patient is 
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on the operating table. I do not believe that amenor- 
rhea should be emphasized. Some of our patients had 
not missed a period. A falling hemoglobin and red 
blood count have helped us frequently in arriving at a 
diagnosis. Abdominal pain cannot be too strongly 
emphasized, especially if accompanied by syncope. Any 
married woman, or any nubile woman for that matter, 
with abdominal pain of such character should be sus- 
pected of harboring an ectopic pregnancy. Caesar’s 
wife, even if Caesar is off to war, should not be above 
suspicion if she presents the symptoms Dr. Torpin has 
outlined. 


Dr. Wm. F. Mengert, Dallas, Tex.—Diagnosis of 
tubal pregnancy can be exceedingly difficult, especially 
in patients with slight but repeated intra-abdominal 
bleeding. As Dr. Torpin points out, diagnosis depends 
upon menstrual abnormality, abdominal pain and uni- 
lateral mass. 


Since there is little, if any, decidual reaction in the 
fallopian tube, the invasive trophoblast meets little oppo- 
sition. The time required for the trophoblast to in- 
vade the wall of the fallopian tube is very constant, 
approximately 4 weeks. In other words, something, 
some symptom, becomes evident approximately 6 weeks 
after the first day of the last menstrual period. This 
something may range from insignificant vaginal bleed- 
ing or abdominal pain to massive collapse, depending 
upon the severity of the process in the tube. I do not 
mean to imply that all patients with tubal pregnancy 
terminate in 6 weeks, since much more time may elapse 
in patients with repeated small intra-abdominal hem- 
orrhages before medical advice is necessitated. Not in- 
frequently there will be a delay of several months dur- 
ing which time a massive pelvic hematocele may de- 
velop. Nevertheless, in these patients it will generally 
be found that some symptom, perhaps significant only 
in the light of succeeding events, developed about 6 
weeks after the last normal menstrual period. 


I agree with Dr. Torpin that posterior colpotomy is 
so relatively safe and so often insures the diagnosis, 
that it should be used more frequently. On the other 
hand, adhesions may shut off the cul-de-sac, as in a 
patient recently seen, so that blood will not be ob- 
tained. The history was, however, so definite that 
laparotomy was performed, and a ruptured tubal preg- 
nancy with free intraperitoneal blood discovered. This 
brings me to my last point, that in the diagnosis of 
tubal pregnancy the patient’s history is all important. 
A thorough anamnesis is many times more valuable 
than any or all physical findings in the diagnosis of 
tubal pregnancy. 


Dr. John M. Settle, Charleston, S. C—Dr. Torpin 
has a remarkably high percentage of correct diagnosis 
made upon ectopic pregnancies. It certainly is the best 
that I have seen reported in the literature. I think that 
an error of around 30 per cent is about the average 
in most teaching hospitals. He is certainly correct in 
his four important diagnostic symptoms and _ signs, 
which are: abdominal pain, vaginal bleeding, pelvic 
mass and history of amenorrhea. The other findings 


SOUTHERN MEDICAL JOURNAL 


July 1945 


of shock, reduced hemoglobin and leukocytosis usually 
vary depending largely upon the rapidity and volume 
of blood loss. I think that the main reason for Dr, 
Torpin’s high percentage of correct diagnoses lies in 
the cases in this series. It was done in almost 50 per 
cent of his cases which were no doubt the doubtful 
ones. I have never been a strong believer in a posterior 
colpotomy for diagnosis only in ectopic pregnancy. I be- 
lieve that the risk of infection is such that it should be 
done rarely. 

I have frequently punctured the cul-de-sac with a 
large blunt needle for diagnosis in these doubtful cases 
and have found no ill results. I believe also that this 
procedure will give you almost as much information as 
the colpotomy and is less hazardous. 

I also think that Dr. Torpin is right when he advises 
not to curette the uterus routinely in doubtful cases, 
If this procedure is consistently followed certainly some 
intra-uterine pregnancies will be disturbed. 


Dr. John C. Dumler, Baltimore, Md.—By stressing 
the “four-point diagnosis,’ Dr. Torpin’s group has 
been able to make a correct diagnosis in 88 per cent 
of their last series of 80 patients. This is certainly 
commendable. 

I think we will all agree that abdominal pain is the 
most constant and most frequent symptom present. It 
occurred in 96 per cent of Dr. Torpin’s cases, and is 
the symptom most frequently found in reports of other 
authors. There is one characteristic of this pain which 
is often present, and when present is almost pathogno- 
monic. That is, at the time of initial rupture, with 
intraperitoneal bleeding, the patient will often complain 
of pains being referred to the rectum and lower bowel; 
and will say that she feels as if there i§ constant pres- 
sure on the rectum, as if her bowels have to move. 
This type of pain is caused by blood running down 
with the cul-de-sac; and I consider it a very important 
diagnostic sign. 

In only 50 per cent of Dr. Torpin’s cases was there a 
history of amenorrhea. This leaves only three cardinal 
points (abdominal pain, bleeding, and pelvic mass) in 
the other 50 per cent. We will all agree that these 
are also the three cardinal points of pelvic inflamma- 
tory disease; and therefore some other diagnostic pro- 
cedure is necessary in a great many patients. In doubt- 
ful cases, I feel that posterior colpotomy is the proce- 
dure of choice as a diagnostic aid, but I do not agree 
with those who feel that the tubal pregnancy should be 
removed through this opening. Also, when available, 
the peritoneoscope is a very valuable aid in differential 
diagnosis and should be employed. 


Dr. E. L. King, New Orleans, La.—I agree with the 
points described, and with their order of importance. 
A careful history is essential: first, sudden pain causing 
faintness characteristically preceded bleeding. In uterine 
abortion, pain follows bleeding. Second, bleeding is 
generally moderate. Third, a unilateral mass with the 
above history is significant. It is generally not felt ina 
stout patient. The fourth point is of least value. Ac- 
cessory findings are misleading. 
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Dr. Peter Graffagnino, New Orleans, La.—Dr. Torpin 
has properly impressed upon us the importance of the 
intelligent, comprehensive history of the case, the im- 
portance of sudden pelvic pain (96 per cent), uterine 
hemorrhage (92 per cent), palpation of pelvic mass 
(94 per cent), and amenorrhea (60 per cent), in ar- 
riving at the correct diagnosis. Attention should also 
be called to the importance of the other diagnostic 
aids, such as the size of the uterus, extreme tenderness 
of the cervix, progressive increase in the size of the 
pelvic mass, together with its type and location, Cul- 
len’s sign, fluid wave, marked secondary anemia, fall 
in blood pressure, rapid pulse rate, moderately increased 
sedimentation rate, not to mention the value of such 
diagnostic aids in making a differential diagnosis as 
the cul-de-sac puncture, Friedmann test, x-ray and en- 
dometrial biopsy. 

The differential diagnosis between ectopic pregnancy, 
salpingitis, uterine abortion, appendicitis, ovarian cyst, 
fibromyoma, intra-abdominal hemorrhage, ruptured 
corpus luteum cyst, graafian follicle cyst, and rarely, 
varicosities associated with large uterine fibroids, should 
always be kept in mind. Another point to be kept in 
mind in the differential diagnosis in this condition is 
the mid-menstrual syndrome, Mittelschmerz, which 
often gives rise to severe pain in one lower quadrant of 
the abdomen and is occasionally associated with the 
spotting of blood. 

I want especially to emphasize Dr. Torpin’s remark 
to his interns and resident staff “that an ectopic is neg- 
lected if the operation is delayed more than a few 
hours after the first physician first sees her,” because 
by pursuing this policy of early operation in Charity 
Hopsital we also have been able to reduce our death 
rate from the previously reported 12 per cent to less 
than four per cent, and on our own service at Louis- 
iana State University, where the cases are handled by 
the residents and experienced visiting staff, our death 
rate is considerably less than 2 per cent. The diligent 
alertness of the interns and residents, the early diag- 
nosis, the early operation, together with the liberal 
use of the valuable blood and blood plasma, has made 
a remarkable difference in our final results. 


Dr. John E. Hobbs, St. Louis, Mo.—My experience 
confirms Dr. Torpin’s viewpoint. In the last six weeks, 
I have had three cases of ectopic pregnancy which 
were completely atypical. They are all three young 
married women. One woman was trying to become 
pregnant, the wife of a medical officer. She had gone 
over her period three weeks, started vaginal spotting, 
and had severe rightsided abdominal pain. On examina- 
tion, she had a normal uterus and a small mass in the 
right adnexal region, which was very tender. 


Primicol and Friedmann tests were positive; I still 
did not feel justified in exploring her at the time. 
She went to Nashville, Tennessee, and Dr. Bayer took 
over. He observed her for about ten days. The mass 
increased in size. He repeated the Friedmann test; it 
was strongly positive. She continued to have inter- 
mittent pains and vaginal bleeding. Finally he did a 
curettage, got a “diy scrape,” needled the cul-de-sac, 
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got out some serosanguinous material, and then did a 
laparotomy and found she had a ruptured corpus 
luteum cyst. 

The second case was a woman who had had three 
years of intermittent abdominal pain. Her doctor sent 
her in with a diagnosis of acute abdominal inflamma- 
tion. He had watched her for three years. She had a 
pelvic mass over this period of time. She had been 
bleeding every one to eighteen days. At this time, she 
had not gone over her period, but at her regular time, 
she continued to flow and had been flowing for about 
three weeks. On examination, she had an exquisitely 
tender mass in the left lower quadrant. The mass ex- 
tended down to the cul-de-sac, and fluctuated. She 
had some fever. Her blood picture was entirely normal. 
I thought that she had a tubo-ovarian abscess. I put 
a needle into the cul-de-sac and withdrew some blood. 
I still was not satisfied that it was an_ ectopic 
pregnancy. 

I incised the cul-de-sac, and at that time, consider- 
able old clotted blood came out. Then I could feel 
the tubal mass. I went in through the abdomen and 
found she had a tubal pregnancy with a small fetus 
about the size of two months’ pregnancy. 

The third case, still in tfe hospital, went over her 
period for ten days, had severe right lower quadrant 
pain, chills, fever, and some diarrhea. On entry to 
the hospital, she had a slight temperature. Her blood 
picture was entirely normal. Culture and smears of 
catheterized urine were negative. She had what I 
thought was a small mass in the right lower quadrant, 
which was very tender at that point. Her doctor sent 
her in, thinking that she had acute appendicitis. Prim- 
icol test was positive, Friedman test was negative. She 
got better; her temperature became normal, so I sent 
her home with the possibility that she might have an 
ectopic pregnancy. She was warned to call me im- 
mediately if she had any unusual symptoms. 

During the two weeks she was at home, she had 
intermittent attacks of pain, not nearly so severe as 
the first time, and she continued to have vaginal spot- 
ting for a period now of about four weeks. Two days 
ago, I repeated her pregnancy test. Primicol was posi- 
tive; the Friedmann test was positive. So I took her 
to the operating room, put a needle in the cul-de-sac. 
I got out a syringe full of serosanguinous material. 

Three assistants and I felt a small mass in the left 
lower quadrant. First, I did a curettage and removed 
a small amount of decidual tissue, none that looked 
grossly like chorionic tissue. Then I went in from 
above and found she had a slightly enlarged uterus; 
both tubes and ovaries were perfectly normal. She 
had considerable serosanguinous material in the cul-de- 
sac of Douglas. I wondered if a corpus luteum cyst 
had ruptured during the examination. I was not able 
to determine whether it had. The only abnormal find- 
ing was that the cecum was reddened and was bound 
to the parietal peritoneum. 

Here are three cases where I made a critical study. 
All the patients were in good condition, and I had 
time to study them thoroughly. I had every resource 


|| 
1945 
ually 
lume 
in 
) per 
btful | 
erior 
be- 
id be 
th a i 
cases | 
this 
n as | 
vises | 
"ases, | 
some | 
has 
cent 
ainly | 
; the 
. It | 
id is 
‘ther 
hich | 
gno- q 
with a 
wel; | 
ores- 
ove. 
own | 
‘tant ; 
re a | 
linal 
) in 4 
hese | 
ma- 
pro- 
ubt- 
oce- | 
gree 
1 be 
ible, 
ntial 
nee. 
2 
rine 
is | 
in a | 
Ac- 4 


492 


at my command, and still I was not able to make a 
diagnosis. I believe that some of these cases defy 
diagnosis. 


ON CLOSING TYMPANIC MEMBRANE 
PERFORATIONS* 


By SamvuEt L. Fox, M.D. 
Baltimore, Maryland 


The Selective Service medical induction ex- 
aminations of the past four years have revealed 
a greater incidence of tympanic membrane per- 
forations than otologists would have guessed 
could exist among the youth of America. The 
condition has accordingly taken on an added 
importance to otologists and their patients, and 
to the armed services. 

In the past several years, many patients have 
consulted the author professionally to determine 
whether they had “ae perforated ear drum.” 
Equally many have known of the existence 
of a perforation and have sought advice about 
having the perforation closed so that they might 
enter the armed forces. Some of these were 
treated successfully, while in others the perfora- 
tion could not be closed. The ultimate state 
of the chronic otitis was improved in practically 
every case, however. 

The author has employed a very simple 
technic which has proved highly successful. Ex- 
perience has developed certain criteria for the 
selection of cases suitable for closure. The middle 
ear must have been dry for at least several 
months and preferably for a year or more, as 
otherwise closure of the perforation may be fol- 
lowed by an acute suppurative otitis media 
necessitating myringotomy. Marginal perfora- 
tions are unsuitable for closure since there is 
usually an overgrowth of the stratified squamous 
epithelium of the canal over the annulus into 
the middle ear, so that excretory and secretory 
products are constantly being formed in the mid- 
dle ear.1 To close such a perforation would lead 
only to suppurative otitis media. In the author’s 
experience, perforations more than 4 or 5 mm. 
in diameter can seldom be closed in their entirety. 
An audiogram should be made in every case 


*Received for publication March 21, 1945. 
*From the Department of Otolaryngology of the University of 
Maryland School of Medicine. 
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before attempting closure. Conduction losses of 
more than 40 db. for the tones up to 2048 usually 
indicate evidence of osteomyelitis of either the 
ossicles or the temporal mastoid, and lessen 
the chances for a permanent closure of the 
perforation. 

The author’s procedure is similar in many 
respects to that described by Stinson.? Having 
determined that the middle ear is dry and having 
cleansed the canal with 70 per cent alcohol, the 
edges of the perforation are carefully touched 
with a fine-wire cotton applicator of trichloracetic 
acid to denude the epithelium from the free mar- 
gins of the perforation. It is important that no 
excess acid be allowed to spill into the middle 
ear. This is accomplished by dipping the appli- 
cator in the acid and thoroughly drying it with 
a cotton pledget. A dry cotton pledget is placed 
in the ear canal, and the patient is instructed to 
return the next day. If the cauterization has 
not produced a discharge from the middle ear, 
a piece of Cargile’s membrane* 11% times the 
diameter of the perforation is placed against the 
drum so as to cover the perforation. This is 
accomplished by wetting a cotton applicator 
with normal saline or distilled water, when the 
Cargile’s membrane will adhere to the end of 
the cotton applicator by capillary attraction. 
When the applicator is placed against the drum, 
the membrane detaches itself from the appli- 
cator and adheres to the drum. Careful manipu- 
lation will place the membrane completely over 
the perforation, where it will serve as a “bridge” 
under which the tympanic membrane will grow. 
Cargile’s membrane being practically trans- 
parent, the progress of the epithelization can be 
watched and the formation of any fluid in the 
middle ear can be observed. Should this latter 
occur, it is necessary to remove the membrane, 
which should not be re-applied until the middle 
ear is again dry for at least several weeks. At 
the end of this time it will be necessary again 
to cauterize the edges of the perforation. If the 
middle ear remains dry, the Cargile’s membrane 
is left in place until the perforation is healed, a 
process usually requiring from 1 to 4 weeks, 
when the membrane will separate itself from the 
drum. Meanwhile the patient is observed at 


*Cargile’s membrane is made from the mesentery of sheep 
and may be obtained from surgical supply houses; it is alse 
obtainable in all drug stores as fish-skin condom. 
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weekly intervals and is instructed to return at 
once should pain or sudden deafness develop. 
Other substances, such as cigarette paper, thin 
layers of oiled cotton, and rubber tissue, have 
been used as a membrane but have not been 
found so satisfactory, since they are not trans- 
parent and do not permit observations of the 
regenerative process. Neither have they the 
adherent qualities of Cargile’s membrane. 

The author has successfully closed several 
dozen tympanic membrane perforations by this 
method. In the small perforations (2 mm. or 
less), the scar is practically imperceptible and 
the hearing almost always improved 15 to 20 db. 
or more for the lower tones. In larger perfora- 
tions, the scar is usually thin and lacking in the 
elements of the middle (connective tissue) layer 
of the tympanic membrane. The hearing im- 
provement is less marked (5 to 15 db). An 
occasional case will show a further obtundation 
ef hearing following closure, but in these cases 
there has usually been a marked destruction of 
the ossicles previously so that closure of the 
perforation impedes the transmission of sound 
waves across the middle ear to the internal ear. 
Even in these cases, however, closing the per- 
foration is recommended as a means toward 
affording better protection for the middle ear 
against infection and contamination. 


CONCLUSIONS 


The author feels that closure of central 
tympanic membrane perforations is feasible in 
cases where the middle ear is dry and where the 
perforation is not larger than 4 or 5 mm. No 
complicated measures or unusual drugs or in- 
struments are necessary. The hearing is usually 
improved and the middle ear is better protected 
against contamination and infection. Several pa- 
tients in whom such perforations were closed 
have since entered the armed services, and two 
have been accepted in the Air Corps. 
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TRANSPORTATION OF GONOCOCCUS 
SPECIMEN* 


By Neti Hirscuserc, Pu.D. 
Raleigh, North Carolina 


The value of gonococcus culture is well known 
to the private physician and to the public health 
worker.!!© In the diagnosis of gonorrhea, par- 
ticularly in the female, it is the best criterion 
and as such has become important to the control 
of venereal disease. When the superiority of the 
cultural examination over the direct smear, 
particularly in females, was made clear, it be- 
came a routine laboratory procedure in many 
health departments and institutions. All investi- 
gators in this field have stressed the fact that 
while culture is an aid to diagnosis, it is even 
more essential as a criterion of cure. In the last 
few years, with the introduction of the sulfa 
treatment of gonorrhea and the subsequent cessa- 
tion of clinical symptoms immediately following 
the beginning of treatment, the culture became 
essential since many persons become clinically 
negative while remaining bacteriologically posi- 
tive. This group includes the so-called carriers 
and those persons who harbor sulfa resistant 
strains, as well as those who received inadequate 
treatment. How much our concept of the neces- 
sity of gonococcus culture as a criterion of cure 
will be changed by the introduction of penicillin 
is something which remains to be investigated. 
Howard" in a recent address has stressed the 
fact that only a very small per cent of penicillin 
treated male patients are bacteriologically posi- 
tive without true clinical relapse. He studied 
513 soldiers with acute gonorrhea who were 
treated with several different penicillin sched- 
ules. Of this group, 18 had positive cultures 
and no symptoms at some time during the 21 
day study. All but one became symptomatic 
and positive by smear, or asymptomatic and 
bacteriologically negative. The one patient re- 
mained an asymptomatic carrier on the 21st day. 


Other investigators,!2"*> too, have shown the 
close correlation between clinical cure and nega- 


*Read in Section on Public Health, Southern Medical Associa- 
tion, Thirty-Eighth Annual Meeting, St. Louis, Missouri, Novem- 
ber 13-16, 1944. 

*From the North Carolina State Laboratory of Hygiene. 
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tive cultures in males, although the per cent 
of cure reported has not been as high as that of 
Major Howard. If his findings are substantiated 
in females as well as in males, all that will be 
necessary as a criterion of cure is the absence 
of physical symptoms, and laboratory confirma- 
tion will recede into the background. Thomas, 
Graham and Cannefax have recently treated 50 
females and obtained 94 per cent cures.®! In 
our experience, however, female patients; par- 
ticularly those in health department clinics, are 
not cooperative and if our experience with sulfa 
treated gonorrhea is any example, will not pre- 
sent the same picture as institutionalized persons 
who are relatively easily cured. 


Public health laboratories were organized and 
exist today primarily for the purpose of aiding 
in the control or prevention of disease. Their 
work may be in the field of sanitation such as 
the examination of water, milk and.other foods. 
They may be engaged in the making of special 
investigations such as the study of epidemic 
disease, practical research, or in the field of pure 
science. Their major activity, however, is in 
connection with the diagnosis and treatment of 
infectious disease or the search for carriers of 
infection. The control of gonorrhea is largely a 
laboratory problem since in most patients the 
laboratory must aid in the diagnosis, help in 
determining the effectiveness of treatment and 
play an important part in the detection of car- 
riers. It should follow, therefore, that in the 
laboratory, studies should be conducted for the 
purpose of improving methods or devising new 
procedures. 

The gonococcus by its very nature is extremely 
susceptible to chemicals, drying, light, and sur- 
vives out of the human body only a relatively 
short time except under favorable conditions. It 
is an extremely fastidious organism, requiring 
special food, moisture and atmospheric condi- 
tions. Even when a specimen from an infected 
person was taken right in the laboratory, the 
organisms were difficult to grow and even more 
difficult to identify. Any number of persons®28 
have devoted themselves to the study of the 
cultural requirements and have elaborated media 
which will not only permit the gonococcus to 
grow, but will also hold back to a limited degree 
the contaminants found in the genital tract. 
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The effect of various dyes.on the gonococcus 
has been studied with a view to permitting its 
growth at the same time that the contaminants 
were inhibited. All investigators are agreed that 
the susceptibility of the gonococcus to bacterio- 
static dyes render the problem even more dif- 
ioe 


Since the solution of this problem has of 


necessity limited itself to local laboratories, 


numerous persons have investigated the possi- 
bility of transporting specimens to a central 
laboratory. Frozen urine specimens and ice or 
dry ice refrigeration, a liquid serum crystal violet 
preservative mixture, broth cultures and solid 
media have been described.2® *° 5546 The ad- 
vantages and disadvantages of each have been 
discussed in the literature.!° 7 48 None of them 
is perfect; some of them are more effective than 
others. 

The work of Cox and his associates?® °° is per- 
haps the best known. He has described a liquid 
gentian violet blood mixture, later substituting 
horse serum for the blood. Recently Sulkin and 
Willett*® have evaluated the blood dye mixture 
and shown a very low incidence of positive cul- 
tures using this method. 

In the beginning of our experiments we set up 
certain standards for a medium to be used for 
the transportation of specimens for gonococcus 
culture. Such medium must be relatively simple 
to prepare and very easy to use. It was felt 
that most persons object to using anything 
smaller than a full sized applicator swab and 
a method was needed which could be used by 
nurses or other persons taking cultures as well 
as by physicians. Because of certain dangers in 
transportation we wished particularly to develop 
a solid medium and to avoid preliminary incu- 
bation, dry ice or other forms of refrigeration, 
bulky containers, or the preliminary introduction 
into the cultures of carbon dioxide. A suitable 
medium must support the growth of the gono- 
coccus and, if possible, should inhibit con- 
taminants without harm to the gonococcus. 

To develop this medium we have tried many 
combinations: serum, hemolyzed blood, ascitic 
fluid, nutrient medium without enrichment, 
chocolate blood, yeast extract, egg, et cetera. We 
have used various concentrations of agar and 
gelatin in order to find a combination which 
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would survive transportation and which could 
be penetrated easily by a swab and from which 
a swab could be removed with ease. As bac- 
teriostatic agents, we have tested various con- 
centrations of crystal violet, brilliant green, 
glycerine, tyrothricin and Nile blue A. As a 
preservative we have tested charcoal. 


The preparation. of the medium which we 
have selected follows: 


4.5 grams proteose No. 3 agar (Difco) 

4 grams gelatin 

0.6 c. c. of a 0.04 per cent Nile blue A solution 
0.5 grams shredded agar 

80 c. c. distilled water 

Titrate to pH 7.4 


This mixture is autoclaved at 15 pounds for 
15 minutes, cooled to 65 degrees C., and 20 c. c. 
defibrinated horse blood added sterilely. The 
temperature of the mixture is raised to 85 de- 
grees C. and it is immediately removed from the 
heat. This::gives a rich red brown colored 
medium. We sterilize a thermometer in the cot- 
ton stopper of the flask of the medium to facili- 
tate the addition of the blood. The medium is 
then quickly tubed in small cork stoppered vials. 
The vials are put in a kit containing sterile 
swabs, clean glass slides and blank identifica- 
tion forms. They are dispensed upon request to 
physicians, hospitals and health departments 
with the request that cultures be taken from the 
patients according to the method recommended 
by the American Neisserian Medical Society. We 
recommend that the swab be smeared over the 
surface of the medium before it is inserted, as 
additional positives have been isolated from the 
mailing tubes in this way. The tips of the 
swab are broken off with forceps and inserted 
into the sterile medium. The vials are then re- 
stoppered and are mailed to the central labora- 
tory, usually reaching the laboratory in two to 
five days. We believe that a mailing medium 
which will preserve the gonococcus for three days 
will be satisfactory. No bacteriostatic agent has 
yet been found which will inhibit the contam- 
inants without harm to the gonococcus. The 
Nile blue A contained in this medium probably 
does very little to hold back other organisms. 
Recent experiments using the medium without 
the addition of any dye have suggested that it 
is not of great value. Other recent experiments 
have shown egg plus yeast extract to be a better 
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enrichment than blood, but the egg medium is 
very easily contaminated and the degree of con- 
tamination is much higher than in the medium 
containing chocolate blood: , 

When the mailing tubes reach the laboratory 
the swabs are streaked on suitable media and 
incubated for 48 hours along with the mailing 
tubes under partial carbon dioxide atmosphere. 
The plates are read as follows: after incuba- 
tion, the plates are examined closely for col- 
onies typical of the gonococcus, which if ap- 
parent, are picked for smear and further study. 
Plates are then flooded with oxidase reagent and 
the dye allowed to remain on for five minutes. 
During this time many of the contaminants will 
float off in the dye and are poured off with 
the dye. Plates are then allowed to remain ex- 
posed to the air for ten minutes-after which time 
they are again examined for oxidase positive 
colonies. Smears are made on. positive colonies. 
Occasionally one colony will turn up underneath 
the colonies of contaminants. Typical gram neg- 
ative cocci are reported as presumptive positives. 
Confirmation by subculture and sugar fermenta- 
tion reactions is not performed routinely, but is 
done on cultures from children, eye cultures, 
those from medico-legal cases and other ques- 
tionable cultures. Sugar fermentation reactions 
are performed routinely on all experimental work. 

As a test of the mailing medium we have run 
two types of specimens: one in which immediate 
control cultures were made in the laboratory of 
the health department in which the cultures were 
taken, incubated immediately and results com- 
pared with the delayed cultures on the same 
patient. The delayed cultures reached the control 
laboratory in three days. Table 1 shows the 
results we have obtained with these patients. 
It will be seen that our results are better in 
chronic and treated gonorrhea than in acute 
gonorrhea; also we have occasionally obtained 
delayed positive cultures when the immediate 
cultures were negative. This has been a con- 
sistent finding in our entire series. We obtained 
approximately 50 per cent delayed positive cul- 
tures in acute gonorrhea and 70 per cent in 
chronic or treated gonorrhea. In this entire 
series only 3 oxidase positive gram negative 
diplococci not gonococci were isolated. 


A second investigation has been based on the 
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use of this mailing medium routinely in clinics 
and in doctors’ offices throughout the state. We 
have received 150 specimens since the introduc- 
tion of this method. The identification forms 
which accompany the specimens were in most 
cases incompletely filled out and disappointing 
as a source of information. However, the in- 
formation which has been collected is shown in 
Table 2. Many of these cultures were taken on 
food handlers, domestics, laundry workers, beau- 
ticians and others who apply for health cards. 


Control (im- Control (im- 

mediate) Delayed mediate) Delayed 
Number of cultures cultures cultures cultures 
specimens Positive Positive Negative Positive 


Condition of per- 
sons from whom 
specimens 

were taken 


Acute gonorrhea 127 105 54 22 


Chronic and treated 
(sulfathiazole) 
gonorrhea 152 

Contacts, clinically 
positive 

Clinically negative 
(food handlers, 

428 
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Number 


Number 
Positive (32) 


150 Routine delayed cultures 


Reason for culture 
Diagnosis 
Contact 
Release 
Check on progr 
No information 


Classification 
White males 
Colored males 
White females 
Colored females 
Indian females 
No information 


Occupation 
Foodhandler 
Domestic 
Laborer 
Schoolgirl 
Laundry worker 
No information 
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We have no way of knowing how many would 
have been positive had immediate cultures been 
made. From this series we have isolated 32 
positive cultures. We request that smears ac- 
company the cultures and on this series of 150 
cases we have obtained 117 smears of which 
16 were positive. 

This method has recently been tried out in the 
laboratories of the New York State Board of 
Health.*® Five hundred twelve specimens were 
examined microscopically and by delayed cul- 
ture (24 hours or more) in this medium. The 
gonococcus was isolated from 71 specimens of 
which 40 were negative microscopically. Micro- 
scopic positives were found in 47 specimens of 
which 16 gave negative delayed cultures. 


Of 236 specimens examined microscopically, 
by direct plate and by delayed culture in this 
medium, 49 were positive by direct plate of 
which 12 were negative by delayed culture and 
33 were negative microscopically. 


DISCUSSION AND SUMMARY 


We feel that we have developed a medium for 
the transportation of gonococcus cultures which 
is more suitable for our use than that described 
by other investigators. It is solid, easy to use, 
and permits isolation of the gonococcus after 
delays of three or more days in the mail. The 
future of this problem rests on the findings in 
penicillin or other control methods in gon- 
orrhea. At present it is a useful procedure, par- 
ticularly useful in those areas where laboratory 
service is not available, and particularly appli- 
cable to chronic or treated gonorrhea in females. 
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EDITORIAL DEPARTMENT 


DR. EDGAR G. BALLENGER 
IN MEMORIAM 


For the second consecutive year death has 
stricken a President of the Southern Medical 
Association. 


The tragic death on June 1 of the President 


Dr. Edgar G. Ballenger 
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of the Association, Dr. Edgar G. Ballenger of 
Atlanta, brings grief to all who knew him. One 
of the nation’s foremost urologists and one of 
Georgia’s best loved citizens, he complained of 
feeling dizzy in the morning after breakfast, 
and apparently fell from the seventh story of the 
hotel in which he lived to the mezzanine floor, 
where his body was found. He was sixty-eight 
years old at the time of his death. 

Born at Tryon, North Carolina, in 1877, he 
went overseas with the Emory Base Hospital 
Unit during the first World War. He was one 
of the first men in the Southern States to spe- 
cialize in urology, and one of the first in America 
to use the modern arsphenamines for syphilis, 
He has been president of the American Urological 
Association and of the Southeastern Surgical 
Congress, and is the author of several widely 
known textbooks on urology. He has attended 
meetings of the Southern Medical Association 
with few absences since its organization, and his 
personal charm and friendliness have endeared 
him to Southern Medical members. 

He is survived by a son, a daughter, and two 
grandchildren. 

He is succeeded as President of the Southern 
Medical Association by the Vice-President, Dr. 
E. Vernon Mastin, of St. Louis. 


PATHOLOGY OF FREEZING AND 
THERAPY OF SEVERE FROSTBITE 


In the North Atlantic and European battle 
theaters have occurred many destructive in- 
juries with loss of tissue, limb and life from ex- 
posure to freezing temperatures. With the 
anticipated fuel shortage in Europe and Asia next 
winter, intense suffering from cold is to be ex- 
pected. Americans think of the Japanese war as 
a tropical one, which it has been while the fight- 
ing was around the Philippine and South Sea 
Islands. However, it is moving farther north as 
the mainland of Japan is attacked, and northern 
Japan, China and the Aleutians may provide 
again devastating wounds from exposure to cold. 
Very enlightening studies have been made in 
New York City upon the pathology of freezing 
in living tissue, and the factors in recovery. 
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In experimental freezing of a limb or other 
part of a rabbit, according to Lange and Boyd,? 
there is an immediate whitening of the solidified 
area which may be seen with the eye, and a 
slowing or stoppage of the circulation from 
strong arteriolar contraction. Biopsy examina- 
tion indicates that the only essential change 
immediately after a part of a living animal is 
frozen solid, is extreme constriction of the ar- 
terioles. Cellular damage is not immediately 
visible. After thawing, the skin may remain pale 
for a time from arteriolar spasm. However, 
usually as the skin is warmed it becomes bright 
pink and there is swelling, with maximal capillary 
dilatation for from six to twelve hours. After 
twenty-four hours the endothelium of the ar- 
terioles is swollen and spongy, and there are 
clumps of unorganized red blood cells. After 
seventy-two hours, thrombosis occurs from de- 
struction of the stagnant blood; there is occlusion 
of the ailated vessels, and this is usually irreversi- 
ble and is followed by gangrene and sloughing of 
the part. 

Lange and Boyd have devised a_ special 
fluorescein technic, by which they follow the 
circulatory changes of frozen areas. When 
fluorescein is injected into the blood stream and 
the patient or experimental animal is exposed to 
ultraviolet light in a darkened room, the con- 
dition of the circulation is visible. There is 
fluorescence where blood is abundant and no 
fluorescence if the arterioles are severely con- 
tracted. They observe that though there is 
no fluorescence in a frozen part, the blood re- 
turns to the area promptly upon thawing. Com- 
plete fluorescence was always restored for a few 
hours even after an extreme exposure, indicating 
that the first reaction to freezing is a complete 
squeezing of blood out of the area, with on re- 
covery a period of increased rush of blood to the 
part. This is followed by failure of its removal 
from the relaxed capillaries, and consequent 
clotting and thrombosis. 


Thinking that it might be possible by prevent- 
ing clotting during the first period of capillary 


1. Lange, Kurt; and Boyd, Linn J.: The Functional Pathology 
of Experimental Frostbite and the Prevention of Subsequent 
Gangrene. Surg. Gyn. & Obst., 80:346 (April) 1945. 
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relaxation to prevent thrombosis, Lange and 
Boyd studied the effects of the anticoagulant 
heparin immediately after freezing. They treated 
a series of rabbits whose hind limbs had been 
frozen for periods up to an hour and a half, by 
giving 3 c. c. of heparin intravenously every 
twelve hours beginning one-half to three hours 
after the end of the freezing period and continu- 
ing for five days. A control group was kept of 
animals with frozen limbs who received no 
heparin. Tissue swelling after thawing was 
greater in the heparin treated group than in the 
controls, but thrombosis was prevented in all 
instances. The areas which had been frozen re- 
mained fluorescent, showed blood flow, through- 
out the period of treatment; while the circulation. 
of the controls became occluded in the previously 
frozen area. There was no gangrene in the 
treated group, though all the untreated animals 
developed complete gangrene of the frozen part 
with spontaneous amputation. Nine of the eleven 
heparin treated rabbits recovered completely 
without tissue loss, although there were some 
late evidences of nerve injury. : 

Marked susceptibility to infection was noted 
in the frozen areas, and tightly applied sterile 
dressings as for burns were found to be very 
beneficial. The exposed areas were painted with 
an antiseptic and the dressings coated with 5 per 
cent sulfathiazole to prevent oozing. 

Heparin was not employed clinically, only 
upon laboratory animals, in which it was 
markedly successful. However, fluorescein stud- 
ies of human frostbite showed the same circula- 
tory changes as in animals. The areas of cir- 
culatory blockage after thawing of a frozen 
part were the areas which subsequently developed 
gangrene and sloughed. The authors suggest that 
heparin at this period is worthy of clinical trial. 

Obviously exposure in warfare might be more 
prolonged than in an American city. The part 
might remain frozen over many hours, and after 
its thawing, adequate medical care might not be 
available. The method suggested would seem to 
be based upon careful observations of the path- 
ology of freezing and to offer the possibility of 
benefit if properly utilized. 
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GRITS AND PELLAGRA 


Many attempts have been made to determine 
the daily requirement of the various vitamins 
for the individual, and the results even if subject 
to future correction have greatly benefitted man- 
kind. Much invaluable information has been 
obtained despite the many complicating factors 
in the study of any one food element. 

The College of Agriculture of the University 
of Wisconsin has been outstanding in its con- 
tributions to nutritional knowledge, and one of 
the most important is the fact that canine black 
tongue may be relieved with purified nicotinic 
acid. A recent report deals with the effect of 
corn grits, an important item in the Southern 
dietary, upon the requirement of nicotinic acid. 


Much evidence, say Krehl, Tepley, and 


Elvehem,’ shows that corn in the ration spe- 
cifically increases the requirement for nicotinic 
acid. Growing dogs fed a high percentage of 
grits, and somewhat more than the usual re- 
quired quantity of nicotinic acid, develop poorly. 
Decreasing the percentage of both grits and of 
nicotinic acid, greatly improved the growth per- 


formance of the animals. Dogs on a milk and 
mineral diet of much lower nicotinic content grew 
better. Excess grits in the ration seemed to be 
a positive disturbing factor, rather than insuf- 
ficiency of nicotinic acid. A lower quantity of 
nicotinic acid added to a lower corn dietary 
permitted good growth. 

The Wisconsin investigators suggest various 
reasons why increased corn in the ration in- 
creases the nicotinic acid requirement. It pos- 
sibly has to do with changes in the bacterial 
flora of the intestines, since certain bacteria util- 
ize or destroy nicotinic acid at a rapid rate. It 
is possible that certain intestinal bacteria use 
only waste products of human digestion while 
others compete like Taenia and higher intestinal 
parasites for nutrient material needed by the 
body. 

Whatever the explanation, say Krehl and as- 
sociates, good growth can be obtained on a high 


corn diet if large enough amounts of nicotinic. 


acid are supplied. This information is par- 
ticularly important in the Southern states, and 


1. Krehl, W. A.; Tepley, L. J.; and Elvehem, C. A.: Effect 
of Corn Grits on Nicotinic Acid Requirements of the Dog: Proc. 
Soc. Exper. Biol. and Med., 58:334 (April) 1945. 
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throws further light upon the causation of 
human pellagra. Presumably either an absolute 
reduction of nicotinic acid in the dietary or an 
increase of corn products could cause onset of the 
symptoms of this disease. 

These findings show that pellagra need not be 
due solely to a low intake of a single vitamin. 
They need not incriminate corn as sole non- 
vitamin cause of pellagra. Other sources of 
human energy: bleached wheat flour, sucrose, or 
purified starch from other grains may also in- 
crease the body’s requirement for nicotinic acid. 
Pellagra has been common also in Italy, which 
eats little corn. 

The work emphasizes the importance of an 
abundance of nicotinic acid, particularly in the 
typical poverty rations of high bleached cereal 
content. 


TWENTY-FIVE YEARS AGO 
FRoM JOURNALS OF 1920 


Radical Mastoid.1—Since Nature first gave the aural 
surgeon the idea of the radical mastoid operation, it 
has been subjected to many modifications and improve- 
ment by both good and indifferent operators * * * there 
are men who have attempted the operation without ever 
having had the opportunity of familiarizing themselves 
with the delicate and complicated anatomy of the 
temporal bone * * * many * * * in their enthusiasm and 
desire to operate have failed to exercise wisdom and 
judgment in the selection of their cases * * * The radi- 
cal mastoid operation is not indicated in all cases of 
chronic aural suppuration * * * With proper technic 
the operation is not dangerous * * * The condition 
calling for operation is usually a very dangerous one. 


Vincent’s Disease 2—There was a time when a case of 
Vincent’s angina was a curiosity in a clinic and seldom 
met with in private practice, but with the return and 
demobilization of the American Expeditionary Forces, 
it is being spread throughout the country * * * The 
doughboy contracted a goodly share by kissing the 
mademoiselle and this was proven beyond a doubt by 
the wide outbreak of the so-called “trench mouth” among 
the troops stationed in Paris * * * Being struck by the 
sudden increase of trench mouth in the weeks following 
the Armistice, we investigated and failed to reveal any 
source of contamination but the promiscuous kissing of 
those three wild days in Paris * * * in time the disease 
became known as “mademoiselle tonsillitis.” * * * Vin- 
cent’s is a venereal disease. It has all the earmarks. It 
is the fourth venereal disease * * * it is a question * ** 
what the secondaries will he. 


1. Gill, Elburne G.: Radical Mastoid Operation: Indications 
Sou. Med. Jour., 13:529 (July) 1920. 

2. Shea, John J.: Vincent’s Disease. Sou. Med. Jour., 18:524 
(July) 1920. 
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Book Reviews 


A Textbook on Pathology of Labor, the Puerperium and 
and the Newborn. By Charles O. McCormick, A.B., 
M.D., F.A.C.S., Clinical Professor of Obstetrics, In- 
diana University School of Medicine. 399 pages, illus- 
trated. St. Louis: The C. V. Mosby Company, 1944. 
Cloth $7.50. 

This valuable work is not a general textbook of 
obstetrics inasmuch as it concerns only abnormal labor, 
abnormal puerperium, and problems relative to the new- 
born. The arrangement of the text is such that maximum 
coverage is afforded by a minimum of reading time. 
Pertinent references appear in the text and not as foot- 
notes in fine print. The author stresses the point that 
early -ecognition of the abnormal, as well as a compre- 
hensive knowledge of the normal, is essential in the 
present day teaching and practice of obstetrics. The re- 
sponsibility of the obstetrician in the immediate birth- 
room care of the newborn is correctly evaluated and 
adequately discussed. The paragraphs on cesarean sec- 
tion and obstetrical analgesia are especially commendable. 
The fifty obstetric aphorisms are worthy of anyone’s 
study and analysis. Specialist and general practitioner 
alike will find this book instructive and refreshing. 


Taber’s Dictionary of Gynecology and Obstetrics. By 
Clarence Wilbur Taber. With the collaboration of 
Mario A. Castallo, M.D., F.A.CS., Assistant Pro- 
fessor of Obstetrics, Jefferson Medical College. Illus- 
trated. Philadelphia: F. A. Davis Company, Pub- 
lishers, 1944. Cloth $3.50. 

This volume is more than a dictionary but considerably 
less than a textbook. It adequately defines practically 
all obstetrical and gynecologic terms and expressions but 
rather inadequately attempts to cover also certain 
major obstetrical items. A few such major items do re- 
ceive comprehensive consideration. A fact-finding index 
prefaces the volume. In general, the many tables are 
complete and informative. Certain diagrams, notably 
mitotic cell division, repeatedly appear. .The book does 
not attempt thorough textbook coverage but there are 
frequent lengthy quotations from the late Dr. P. Brook 
Bland. This dictionary is suitable for the hospital house 
officer, supervisor, or for the -post-graduate obstetrical 
and gynecologic nurse. 


Minor Surgery. Edited by Humphry Rolleston and Alan 
Moncrieff. 174 pages, illustrated. New York: 
Philosophical Library, 1944. Price $5.00. 

In this textbook on minor surgery, all the contributors 
to which are British surgeons, the practices are, in 
general, the same as those of American clinics. In addi- 
tion to chapters on minor surgery of different regions 


of the body, there are chapters on Gynecology, Child- 


hood, Anesthesia, and Analgesia. 
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Handbook of Industrial Psychology. By May Smith. 
304 pages. New York: Philosophical Library, 1944. 
Cloth $5.00. 

The country has mass production, mass education 
and mass military service. This “Hand Book of Indus- 
trial Psychology” is a guide in selecting, training and 
classifying individuals in mass industry. Mass production 
requires a select personnel which clicks with its com- 
plicated and smooth running machinery. Building 
and installing the machinery is done by engineers who 
use an exact science. Experts in industrial psychology 
are not dealing with an exact science but with the mystic 
human element. The expert must love human beings, 
be able to see the good qualities in an individual and to 
inspire the selectee to develop his latent talents. 


This book is written in easy English and is not clut- 
tered up with high sounding technical theories. Its 
contents are divided into 10 sections: (I) Pioneer Work, 
(II) Fatigue in Industry, (III) The Environment, (IV) 
Finding the Job for the Person and the Person for the 
Job, (V) Time and Motion Study, (VI) Temperaments, 
Particularly the Nervous, (VII) Why We Work, (VIII) 
Measures of Human Well-Being, (IX) General Hints 
on Methods of Investigating, (X) Conclusion. 


The psychological as well as physical environment 
of work well repays study. The whole individual in a 
particular social group must be understood, since, as 
the author says, in theory, no one should hold a post 
for which he is not fitted whether factory worker, typist, 
doctor, teacher, administrator or politician. Some 
progress has been made toward this ideal goal. 


Ventures in Science of a Country Surgeon. By Arthur E. 
Hertsler, M. D., Halstead, Kansas 304 payes, illus- 
trated. Published by the author, 1945. 

Those who have followed his writings, listened to his 
presentations and discussions, or have read his “Horse 
and Buggy Doctor,” will agree that Dr Hertzler is 
unique. 

In this volume he takes inventory of the scientific 
problems that have engaged his attenticn through fifty 
years of medical practice. In separate chaptets he dis- 
cusses the work he has devoted to the problems under 
consideration and records his opinions and conclusions. 

His “Ventures” have covered a wide range uf sub- 
jects. Of special note, may be mentioned the chapters 
on inflammation of the peritoneum, local anesthesia, 
surgical pathology, goiters, the writing of books, and 
the building of a library. 

There is an introduction of seven pages, in which he 
indulges in some of his most interesting philosophising. 
Remembering that he is recounting and discussing his 
own experiences as he looks back over fifty years of 
active work, the frequently recurring use of the per- 
pendicular pronoun is pardonable. 


The volume is interesting both from its scientific dis- 
cussions and its captivating literary style. 
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OFFICERS 


The following is a complete roster of the officers of 
the Southern Medical Association for 1944-1945, and 
of associations meeting conjointly with the Southern 
Medical Association: 


President—Dr. E. Vernon Mastin, St. Louis, Mo. 
(Dr. Mastin was elected Vice-President at the annual meet- 
ing in November 1944 and became President on the death 
of Dr. Edgar G. Ballenger, President, Atlanta, Ga., on 
June 1, 1945). 


President-Elect—Dr. M. Y. Dabney, Birmingham, Ala. 


ch ag (Secretary, Treasurer and General Manager) 
—Mr. C. P. Loranz, Birmingham, Ala. 


Editor of Journal—Dr. M. Y. Dabney, Birmingham, Ala. 


Associate Editor of Journal—Mrs, Eugenia B. Dabney, 
mingham, Ala. 


Councilors—Dr. Walter C. Jones, Chairman, Miami, Fla.; Dr. 
Harvey B. Searcy, Tuscaloosa, Ala.; Dr. Oliver °C. Melson, 
Little Rock, Ark.; Dr. Arnold McNitt, Washington, D. C.; 
Dr. W. A. Selman, Atlanta, Ga.; Dr. J. B. Lukins, 
ville, Ky.; Dr. Wiley R. Buffington, New Orleans, La.; Dr. 
W. Raymond McKenzie, Baltimore, Md.; Dr. j. P. Cul- 
pepper, Jr., Hattiesburg, Miss.; Dr. Neil S. Moore, wa Louis, 
Mo.; Dr. William M. Coppridge, Durham, N. C.; Carroll 
M. Pounders, Oklahoma City, Okla.; Dr. 5. Viiartes White, 
Greenville, S. C.; Dr. Kate Savage Zerfoss, Nashville, Tenn.; 
Dr. Curtice os Dallas, Tex.; Dr. Thomas Murrell, 
Richmond, Va.; Dr. Ray M. Bobbitt, Huntington, West Va. 
Executive Committee—Dr. Rosser, Chairman; Dr. Moore; and 
Dr. Lukins. Councilors-Elect—Dr. William G. Thomas, Gaines- 
ville, Fla.; Dr. W. L. Pressly, Due West, S. C.; Dr. Walter 
= Stuck, San Antonio, Tex.; Dr. T. Dewey Davis, Richmond, 

‘a. 


Bir- 


Board of Trustees (All are Past-Presidents)—Dr. Walter E. 
Vest, Chairman, Huntington, W. Va.; Dr. Irvin Abell, Sr., 
Louisville, Ky.; Dr. Paul H. Ringer, Asheville, N. C.; Dr. 
M. Pinson Neal, Columbia, Mo.; Dr. Harvey F. Garrison, 
Jackson, Miss.; Dr. James A. Ryan, Covington, Ky. 


Section on General Practice—Dr. B. A. Hopkins, Chairman, 
Stuart, Va.; Dr. C. W. C. Moore, Vice-Chairman, Talladega, 
Ala.; Dr. Roy I. Millard, Secretary, Russellville, Ark. 


Section on Medicine—Dr. Grace A. Goldsmith, Chairman, New 
Orleans, La.; Dr. William H. Kelley, Vice-Chairman, Charles- 
ton, S. C.; Dr. Drew Luten, Secretary, St. Louis, Mo. 


Section on Gastroenterology—Dr. Julian M. Ruffin, Chairman, 
Durham, N. C.; Dr. John Tilden Howard, Vice-Chairman, 
Baltimore, Md.; Dr. Cecil O. Patterson, Secretary, Dallas, Tex. 


Section on Neurology and Cobb Pilcher, Chair- 
man, Nashville, Tenn.; Dr. Asa Shield, Vice-Chairman, 
Va.; Dr. Hervey M Cleckley, Secretary, Augusta, 


Section on Pediatrics—Dr. Angus McBryde, Chairman, Durham, 
N. C.; Dr. Joseph A. Bauer, Vice-Chairman, ‘St. Louis, Mo.; 
Dr. W. Ambrose McGee, Secretary, Richmond, Va. 


Section on Pathology—Dr. Robert A. Moore, Chairman, St. 
Mo.; Dr. r B. Hunter, Vice-Chairman, Washing- 
ton, D. C.; Dr. Roger D. Baker, Secretary, Birmingham, Ala. 


Section on Radiology—Dr. Robt. J. Reeves, Chairman, Durham, 
N. C.; Dr. Karl F. Kesmodel, Vice-Chairman, Birmingham, 
Ala.; Dr. Paul F. Titterington, Secretary, St. Louis, Mo. 


Section on Dermatology and Syphilology—Dr. Charles O. King, 
Chairman, Birmingham, Ala.; Dr. Everett R. Seale, Vice- 
Chairman, Houston, Tex.; Dr. Francis A. Ellis, Sécretary, 
Baltimore, Md. 


Section on Allergy—Dr. Edna S. Pennington, Chairman, Nash- 
ville, Tenn.; Dr. S. Kahn, Vice-Chairman, San Antonio, 
Tex.; Dr. Frank A. Simon, Secretary, Louisville, Ky. 


Section on Physical Medicine—Dr. Nathan H. Polmer, Chair- 
man, New Orleans, La.; Dr. Ben L. Boynton, Vice- Chairman, 
Norfolk, Va.; Dr. Robert L. Bennett, Secretary, Warm 
Springs, Ga. 

Section on Industrial Medicine and Surgery—Dr. C. W. Roberts, 
Chairman, Atlanta, Ga.; Dr. Oliver B. Zeinert, Vice-Chair. 
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man, St. Louis, Mo.; Dr. J. J. Brandabur, Secretary, Hunt- 
ington, West Va. 


Section on Surgery—Dr. gg 5 F. Rienhoff, Jr., Chairman, Balti. 
-_ a.; Dr, O. Sevin, Vice- man, St. Louis, Mo.; 
Wilkinson, Huntington, West Va. 


Section on Orthopedic and Traumatic Surgery—Dr. Winthrop 
M. Phelps, Chairman, Baltimore, Md.; Dr. Lenox D. Baker, 
Vice-Chairman, Durham, Walter G. Stuck, Sec. 
retary, San Antonio, Tex. 


Section on Gynecology—Dr. M. Y. Dabney, Chairman, Bir. 
mingham, Dr. Olin S. Cofer, Vice-Chairman, Atlanta, 
Ga.; Dr. Wendell Long, Secretary, Oklahoma City, Okla. 


Section on Obstetrics—Dr. H. Hudnall Ware, Jr., Chairman, 
Richmond, Va.; Dr. Waverly R. Payne, New. 
port News, Va.; Dr. E. Lee Dorsett, Secretary, St. Louis, Mo, 


Section on Urology—Dr. 1. G. Duncan, Chairman, Memphis, 
Tenn.; 1. Leo Bartels, Vice-Chairman, St. Louis, Mo.; Dr, 
Jarratt P . Robertson, Secretary, Birmingham, Ala. 


Section on Proctology—Dr. George H. Thiele, Chairman, Kan- 
sas City, Mo.; Dr. Victor K. Allen, Vice- ts ee Tulsa, 
Okla.; Dr. Tom E. Smith, Secretary, Dallas, Tex. 


Section on Ophthalmology and ek.) J. W. Jer 
vey, Jr., Chairman, Greenville, S. C.; Dr. Kate Savage Zerfoss, 
Chairman-Elect, Nashville, Tenn.; Dr. Calhoun McDougall, 

Vice-Chairman and Secretary, Atlanta, Ga. 


Section on Anesthesiology—Dr. John Adriani, Chairman, New Or- 
leans, La.; Dr. Merrill C. Beck, Vice-Chairman, New Or. 
La.; Dr. Fred E. Woodson, Secretary, Tulsa, Okla. 


Section on Medical Education and Hospital Training—Dr. 
Davison, Chairman, Durham, N. C.; Dr. Doulas 
H. Sprunt, a Memphis, Tenn.; - Dr. J. P. Gray, 
Secretary, "Richmond, 


Section on Public Health—Dr. Lonsdale J. Ro; By. 
Richmond, Va.; Dr. John M. Whitney, Vice- . New 
Orleans, La.; Dr. Ben F. Wyman, Secretary, Columbia, "sc 


American Public Health Association, Southern Branch (meeting 
conjointly with Southern Medical R, 
Hutcheson, President, Nashville, Tenn.; Dr. 


tree, First Vice-President, Louisville, Ky.; 
O'Neill, Second Vice-President, New Orleans, La. 
Osborne, Third Vice-President, Jackson, Miss. ; 

John W. Williams, Jr., Secretary-Treasurer, Jefferson City, Me 
National Malaria Society (meeting conjointly with Southern 
Medical Association)—Mr. J. A. Le Prince, Honorary Presi- 
dent, Memphis, Tenn.; rs H. A. Johnson, President, Mem- 
phis, Tenn.; Dr. Mark F. Boyd, President-Elect, Tallahassee, 

la.; Dr. Clay G. Huff, Vice-President Chicago, Ill.; Dr. 
Mark F. Boyd, Secretary-Treasurer, Tall: , Fla. 


American Society of Tropical Medicine (meeting conjointly with 
1 Associati 


ion)—Dr. Rolla E. Dyer, President, 
Dr. James S. Simmons, President-Elect, Wash- 
Paul F. Russell, Vice-President, Wash- 
Joseph S. D’Antoni, Secretary-Treasurer, 
Charles F. Craig, Editor, San An- 


Southern Medical 
Bethesda, Md.; 
ington, D. C.; Dr. 
ington, D. C.; Dr. 
New Orleans, La.; Dr. 
tonio, Tex. 


American College of Chest Physicians, Southern Chapter (meet- 
ing conjointly with Southern Medical Association)—Dr. Alvis 
E. Greer, President, Houston, Tex.; Dr. Carl C. Aven, First 
Vice-President, Atlanta, Ga.; Dr. Paul A. Turner, Second 
Vice-President, Louisville, Ky.; Dr. Benjamin L. Brock, 
Secretary-Treasurer, Waverly Hills, Ky. 


American Academy of Pediatrics, Region 2 (meeting conjointly 
with Southern Medical Association)—Dr. James W. Bruce, 
Chairman, Louisville, Ky. 


Women Physicians of the Southern Medical Association—Dr. 
Margaret M. Nicholson, Chairman, Washington, D. C.; Dr. 
Eva F. Dodge, Vice-Chairman, Montgomery, Ala. 


Woman’s Auxiliary to the Southern Medical Anecleienriae 
John Pierpont Helmick, President, Fairmont, W. 
W. W. Potter, President-Elect, Knoxville, Tenn.; ‘st. ‘J 
E. Wier, First Vice-President, Louisville, Ky.; M rs. Eugene 
G. Peek, Second Vice-President, Mrs. R. 
Haynes, Recording Secretary, Marshall, H. V. 
Corresponding Secretary, Clarksburg, Ww. Va.; Mrs. 

J. Wolferman, Treasurer, Fort Smith, Ark., Mrs. Olio S. 

Se, Historian, Atlanta, Ga.; Mrs. H. ‘Leslie Moore, Parlix 

mentarian, Dallas, Tex. 
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Southern Medical News 


SOUTHERN MEDICAL ASSOCIATION 
EXECUTIVE COMMITTEE MEETING 


The Executive Committee of the Council of the Southern 
Medical Association met at the Tutwiler Hotel, Birmingham, 
Alabama, Monday, May 21, at 10:00 a. m. Present: Dr. Curtice 
Rosser, Chairman, Dallas, Texas; Dr. J. B. Lukins, Louisville, 
Kentucky; and Dr. M. Y. Dabney, President-Elect, Birmingham, 
Alabama. Sitting with the Committee by invitation of the 
Chairman: Dr. Walter C. Jones, Chairman of the Council, 
Miami, Florida; Dr. Walter E. Vest, Chairman of the Board of 
Trustees, Huntington, West Virginia; Dr. Oscar B. Hunter, 
immediate Past Chairman of Executive Committee, Washington, 
D. C.; Dr. Harvey B. Searcy, member of the Council, Tuscaloosa, 
Alabama; and Mr. C. P. Loranz, Secretary and General Manager, 
Birmingham, Alabama. Members of the Committee not present: 
Dr. Neil S. Moore, St. Louis, Missouri, and Dr. Edgar G. 
Ballenger, President, Atlanta, Georgia. 


The Council of the Southern Medical Association is on record 
as favoring the usual annual meeting this year unless conditions 
seem to indicate that a meeting should not or could not be held. 
It is the expressed judgment of the Council that the Southern 
Medical Association meetings are essential, as essential in war 
times as in peace, if not more so. The Council charged its 
Executive Committee with the responsibility of a final decision 
on whether or not a meeting should be held, if so, where, and 
the program ‘plan for such a meeting. 


The Executive Committee was unanimous in its decision for 
the Association to meet as usual this November if permission 
could be secured from the Office of Defense Transportation to 
hold such a meeting. It was decided to withhold until the latest 
possible time, probably September 1, to make the request to ODT. 
The Executive Committee named a committee of three to handle 
the request with ODT, Dr. Oscar B. Hunter, Chairman, Wash- 
ington, D. C.; Dr. James S. Simmons, Brigadier General, Medical 
Corps, U. S. Army, Washington, D. C.; and Mr. C. P. Loranz, 
Secretary and General Manager, Birmingham, Alabama. 


The Executive Committee decided on the meeting place and 
date, if a meeting can be held, but an announcement of the 
place and date will not be made until permission is secured for 
holding the meeting. The meeting will formally open at noon 
on Monday, the scientific activities beginning at 2:00 p.m., and 
continuing through Thursday afternoon. 


The Executive Committee decided that since these are war times 
that the program activities should be somewhat curtailed, that 
tke meeting should be so streamlined that there would not be 
more than three meetings going on at the same time. Each of 
the twenty-one sections will have one full half-day session of 
six papers includng the Chairman’s Address. 


The Executive Committee decided that it would not be proper 
in these war times to have any non-medical activities, any 
social, semi-social or entertainment activities. So if a meeting can 
be held in November there will be no President’s reception and ball, 
no alumni reunion dinners, no fraternity luncheons and no golf 
or trapshooting tournaments. Since the Woman’s Auxiliary to 
the Southern Medical Association is a semi-social organization, 
“is in the main for information, inspiration and entertaining of 
ladies attending the annual meeting,” its meetings being non- 
medical, and having social and entertainment activities, it was 
decided that it would be proper for the Auxiliary meeting to be 
omitted this year, all Auxiliary officers to hold over. 


The Association, complimenting its officers in Birmingham for 
the Executive Committee meeting, entertained the officers of the 
Jefferson County Medical Society and officers of the Southern 
Medical Association in Birmingham, with their ladies, to a 
luncheon, and the members of the Southern Medical Association 
in Jefferson County to a dinner, both at the Tutwiler Hotel. 


“Southern Medical Association Night’? was how the regular 
— of the Jefferson County Medical Society was designated. 
eld that Monday evening at the Tutwiler Hotel, Dr. Hughes 
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Kennedy, Jr., President, Birmingham, presiding. Two of the 
distinguished physicians attending the Executive Committee meet- 
ing of the Southern Medical Association presented papers: Dr. 
Cutice Rosser, Dallas, Texas, ‘“The Influence of Race on Ano- 
Rectal Diseases,’ and Dr. Oscar B. Hunter, Washington, D. C., 
“The Clinical Significance of the Rh Factor.” Following the 
scientific program, the Southern Medical Association was host 
to the Jefferson County Medical Society and the visitors for a 
social hour, with refreshments, in the Terrace Ballroom of the 
Tutwiler Hotel. 


ALABAMA 


Alabama Medical College, University of Alabama, opened 
officially June 22 at Birmingham with twenty-two members of 
the junior class registered for the Summer quarter. About October 
1 the entire ‘wo-year medical school will be transferred to Bir- 
mingham frou the University, increasing the enrollment to 
approximately one hundred thirty medical students. The faculty 
appointments have not been completed but the following chiefs 
of the various divisions have been named: Dr. James S. McLester, 
medicine; Dr. J. M. Mason, surgery; Dr. James R. Garber, 
obstetrics; Dr. Alfred A. Walker, pediatrics; Dr. John D. Sherrill, 
orthopedics; Dr. W. N. Jones, gynecology; Dr. Gilbert E. Fisher, 
otolaryngology and bronchoscopy; Dr. Roger D. Baker, pathology; 
Dr. Walter F. Scott, urology; Dr. George A. Denison, public health 
and preventative medicine; Dr. J. W. McQueen, hospital admin- 
istration; Dr. Charles M. Goss, anatomy; Dr. John M. Bruhn, 
physiology; Dr. Robert S. Teague, pharmacology; Dr. Ralph 
McBurney, bacteriology and laboratory diagnosis; and Dr. Emmett 
Carmichael, biochemistry. Full-time faculty members to be added 
include Dr. R. O. Noojin, Durham, North Carolina, Professor of 
Dermatology and Syphilology; Dr. Louis L. Friedman, New Or- 
leans, Louisiana, Director of the Out-Patient Clinic; Dr. John 
Carangelo, Little Rock, Arkansas, Assistant Professor of Obstetrics; 
and Dr. Robert Guthrie, who will serve as part-time Instructor 
in Surgery. Physicians now in military service who will join the 
faculty at the end of their services include Dr. James M. Mason, 
Jr., Assistant Professor of Surgery; Dr. William Riser, Assistant 
Professor of Clinical Pathology; Dr. Joseph Donald, Assistant 
Professor of Surgery; Dr. Edgar Givhan, Jr., Assistant Professor 
of Medicine; Dr. James Galbraith, Assistant Professor of Neuro- 
surgery; and Dr, James B. McLester, Assistant Professor of 
Medicine. Dr. Tom Spies has been appointed Visiting Professor 
of Research Medicine; Dr. Seale Harris is Professor Emeritus of 
Medicine; and Dr. Stuart Graves is Dean Emeritus. 

Alabama Division of the Field Army of the American Cancer 
Society has presented to the Medical College of Alabama a set 
of one hundred microscopic slides for study of cancer and other 
tumors. 

Dr. B. F. Austin, Montgomery, State Health Officer, repre- 
sents the State Health Department on the Executive Board of 
the newly organized Allied Health Council of Alabama. This 
Council is to coordinate the activities of various health groups 
and to conduct an educational campaign to increase interest in 
the State’s public health work. 

Dr. John B. Blalock and Miss Margaret Ashe Tutwiler, both 
of Birmingham, were married recently. 


ARKANSAS 


Arkansas Medical Society’s Council met April 22 at Little Rock 
as the Exccutive Committee of the Society and installed Dr. C. A. 
Archer, DeQueen, President; and elected Dr. H. King Wade, 
Hot Springs National Park, President-Elect; Dr. R. Dick 
inson, Horatio, First Vice-President; Dr. D. L. ens, Harrison, 
Second Vice-President; Dr, Fred Hames, Pine Bluff, Third Vice. 
President; Dr. W. R. Brooksher, Fort Smith, Secretary; and Dr. 
Paul L. Mahoney, Little Rock, Treasurer. 

Monroe County Medical Society has elected Dr. M. L. 
Dalton, Brinkley, President; Dr. W. H. Martin, Holly Grove, 
Vice-President; and Dr. W. L. Boswell, Clarendon, Secretary- 
Treasurer. 

Lincoln County Medical Society has elected Dr. C. W. Dixon, 
Gould, President; Dr. B. L. Bailey, Star City, Vice-President; 
and Dr. B. M. Gardner, Star City, Secretary-Treasurer. 

Montgomery County Medical Society has elected Dr. J. H. 
McLean, Caddo Gap, President; and Dr. G. E. Watkins, 
Mount Ida, Secretary. 

Phillips County Medical Society has elected Dr. E. F. Norton 
Marvell, President; Dr. J. W. Nichols, Vice-President; and Dr. 
Montague Fink, Helena, Secretary-Treasurer. 

Pope-Yell County Medical Society has elected Dr. W. O. 
Young, President; Dr. Roy I. Millard, Russellville, Vice- 
President; and Dr. Ellis Gardner, Secretary-Treasurer. 

Union County Medical Society has elected Dr. E. J. Munn, 
President; .Dr. G. D. Murphy, Vice-President; and Dr. M. V. 
Russell, Secretary-Treasurer. 
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Arkansas State Cancer Commission, with appointments by the 
Governor, consists of Governor Ben Laney; Dr. Fred Hames, 
Pine Bluff; Dr. Rosenbaum, Little Rock; Dr. W. R. 
Brooksher, Fort Smith; and Mrs. R. C. Dickinson, Horatio. 

s 2% Massey has been discharged from service as Major, 
Medical Corps, and has returned to practice at Osceola. 

Dr. E. P. McGehee, Jr , Captain, Medical Corps, U. S. Army, 
was recently liberated from a German prison camp and has 
returned to the United States. 

Dr. R. B. Robins has been elected Alderman at Camden. 

Dr. Vann C. Binns, Major, Medical Corps, U. S. Army, Pine 
Bluff, has returned from the African and Italian theatres after 
thirty-six months there. 

Dr. W. G. Hodges, Malvern, has been reappointed City Health 


Dr. S. R. Crawford has moved to Crossett. 

Dr. H. K. Wright, who has been taking postgraduate work since 
discharged from military service, has resumed practice at Hot 
Springs National Park. 

Dr. Paul S. Lanier, Hot Springs National Park, has moved 
to Greenville, Mississippi. 

Dr. D. A. Rhinehart, Little Rock, has been elected Vice-Presi- 
dent of the American Registry of X-Ray Technicians. 


DEATHS 


Dr. Norris Cecil Hodge, Marianna, aged 45, died April 21. 
Dr. William C. King, Helena, aged 68, died recently, 
Dr. Samuel B. McMillan, Frisco City, aged 66, died recently of 
cerebral hemorrhage. 
- Dr. George S. Self, Paragould, aged 68, died recently of heart 
isease. 
Dr. William Thomas Thorn, Marked Tree, aged 72, died May 1. 
Dr. Daniel Wesley Gray, Searcy, aged 65, died recently. 


DISTRICT OF COLUMBIA 


Dr. Walter R. Stokes, Washington, Lieutenant Colonel, Air 
Corps, who is stationed at Camp Luna, Las Vegas, New Mexico, 
recently accepted a Meritorious Service Unit Award for his unit. 

Dr. Samuel R, Taggart, Washington, Lieutenant Colonel, Medical 
Corps, has been awarded the Bronze Star Medal. 

Dr. Robert L. Simpson, Washington, Captain, Medical Corps, 
has been awarded the Bronze Star. 

Dr. Oscar H. Fulcher, Washington, Commander, Medical Corps, 
USNR, now stationed at the U. S. Naval Hospital, Oakland, Cali- 
fornia, as head of the Department of Surgery of the Central 
Nervous System, has been presented a citation by Admiral Nimitz. 


DEATHS 


Dr. Arthur Lapham Murray, Washington, aged 63, died recently. 
Dr. Marion Whitmell Ransone, Washington, aged 47, died re- 
cently of coronary thrombosis. 


FLORIDA 


Dr. William C. Thomas, Gainesville, has been appointed a 
member of the Council of the Southern Medical Association from 
Florida for a regular Council term of five years, beginning at the 
close of the annual meeting in November, the appointment havin 
been announced recently by the President-Elect, Dr. M. Yv 
Dabney, Birmingham, Alabama. Dr. Thomas succeeds Dr. Walter 
C. Jones, Miami, whose term will expire at the close of the annual 
meeting in November and who, having served the constitutional 
limit, is not eligible for reappointment. 

Jackson County Medical Society has elected Dr. D. A. Me- 
Kinnon, Marianna, President; Dr. R. L. Miller, Graceville, Vice- 
President; and Dr. C. A. Adams, Jr., Marianna, Secretary- 
Treasurer. 

Palm Beach County Medical Society recently elected Dr. 
E. W. Stephens, President to succeed Dr. H. R. Baldwin, West 
Palm Beach, who resigned; and Dr. G. W. Heath, West Palm 
Beach, Vice-President. 

Dr. Thomas Griggs, Miami, has resumed practice at his old 
location, 9526 N. E. 2nd Avenue, after returning from military 
service. 

Dr. Frank V. Chappell, Tampa, has been appointed Director, 
Hillsborough County Health Department, succeeding Dr. Charles 
W. Pease, Tampa, who was named Epidemiologist of the Depart- 
ment. 

Dr. Kolbein L. K. Waering, Jacksonville, Director, Duval 
County Department of Health, has resigned, and is succeeded by 
Dr. Joseph A. Markley, U. S. Public Health Service. 

Dr. Smith L. Turner, Willison, has been named Health Officer 
of Levy County. 


DEATHS 
Dr. Ira Floyd Bean, Melbourne, 59, died recently. 
Dr. J. L. Pri 


. Prine, Day, aged 72, died recently. 
Dr. L. V. L. Brown, DeLand, aged 66, died recently. 
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Dr. Chad Johnson Kelso, Orlando, aged 30, died recently of 
coronary occlusion. 

Dr. Junius P. Kinsey, Pinetta, aged 72, died recently of brain 
ed and fracture of the skull sustained in an automobile 
accident. 

Dr. William L. Lancaster, Trenton, aged 66, died recently of 
heart disease. 

Dr. Furman Chairs Whitaker, Bradenton, aged 88, died re. 
cently of injuries received in a fall. 

Dr. Henry Wilson Wooden, Orlando, aged 53, died recently of 
injuries received in an automobile accident. 


GEORGIA 


Tri-County Medical Society has elected Dr. S. P. Holland, 
Blakely, President; Dr. C. K. Sharp, Arlington, Vice-President; 
and Dr. J. G. Standifer, Blakely, Secretary-Treasurer. 

Dr. John M. Walton, Atlanta, for the past eight years con- 
nected with Atlanta and Georgia public health departments, has 
been named Associate Medical Director of the Southeastern area 
of the American Red Cross. 

Dr. J. C. Loranger, New Holland, has moved to Claxton. 

Dr. J. A. Thrash, Columbus, has been re-elected Muscogee 
County Public Health Commissioner, a position he has held 
since 1939, 

Dr. Russell H. Oppenheimer, Atlanta, has resigned as Dean, 
Emory University School of Medicine, after holding the position 
for twenty years. After a leave of absence for rest he will return 
to Emory as Professor of Clinical Medicine. Dr. Eugene A. Stead 
Jr., will serve as Acting Dean in addition to his activities as 
Professor of Medicine and Chairman of the Department. 

Board of Regents, University System of Georgia, has been 
authorized to construct and operate a hospital for the indigent 
sick and near indigent sick in conjunction with the University 
of Georgia School of Medicine, Augusta. 

Dr. Ben Hill Clifton and Miss Faye Hollis, both of Atlanta, 
were married April 7. 


DEATHS 


Dr. Edgar Garrison Ballenger, Atlanta, aged 67, died June 1. 

Dr. H. D. Carson, Union Point, aged 72, died recently of 
carcinoma of the pancreas. 

Dr. Carroll William Downey, Tallapoosa, aged 69, died April 8. 

Dr. William D. Sears, Ellaville, aged 68, died recently. 

Dr. Benjamin G. Swanson Jr., Atlanta, aged 62, died recently. 


KENTUCKY 


A distinguished service medal will be offered each year to the 
physician who represents the ideals of Kentucky medicine by 
Dr. E. M. Howard, President of the State Board of Health and 
Past-President of the Kentucky State Medical Association, being 
given at the annual meeting of the Association. This award is 
distinctly separate from the distinguished service medal awarded 
by the Kentucky State Medical Association, The Committee on 
Award consists of Dr. Karl Winter, Dr. W. B. Smock and Dr. 
L. H. South, all of Louisville. 

Boyle County Board of Health has elected Dr. William H. 
Smith, Danville, President; Dr. Perry C. Sanders, Danville, Sec- 
retary, and Health Officer of Boyle County for another two-year 
term. 

Four County Medico-Dental Society has elected Dr. B. L. 
Keeney, Princeton, President; Dr. L. A. Crosby, Marion, Vice- 
President; and Dr. W. L. Cash, Princeton, Secretary, re-elected. 

Graves County Medical Society has elected Dr. W. H. Fuller, 
Mayfield, President; Dr. W. S. Hargrove, Hickory, Vice-President; 
and Dr. George M. Jewell, Paris, Secretary-Treasurer. } 

McCracken County Medical Society has elected Dr. Leon Higdon, 
President; Dr. Errett Pace, Vice-President; and Dr. E. W. Jack- 
son, Treasurer, all of Paducah; and Dr. Robert Reeves, Aurier, 
Secretary. 

Vaughn Clinic, Morganfield, taken over by the Sisters of 
Mercy, is known as‘Our Lady of Mercy Hospital. Temporarily 
appointed for the first six months are Dr. J. W. Conway, Chair 
man; Dr. G. B. Carr, Secretary; and Dr. D. L. Vaughn, Treasurer. 

Dr. Mack Rayburn and Mrs. Virginia Wilson Elam, both of 
Owensboro, were married April 6. 

DEATHS 

Dr. William Taylor Center, Hazel Green, aged 63, died recently, 

Dr. Thomas Grier Cook, Nicholasville, aged 72, died recently. 

De, Frank Adams _Danaherty, Independence, aged 47, died 
recently of malignant hypertension. 

Dr. John Benjamin Frank, Lexington, aged 69, died recently 


of carcinoma of the lung. 
Dr. William C. Hunt, Rochester, aged 86, died recently of 


angina pectoris. 
Continved on page 52 
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uscngee MURRAY U. COPELAND, A.B., M.D., F.A.CS., 

Instructor in Surgery, Johns Hopkins Medical School 
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The Tulane University 


of Louisiana 


School of Medicine 


POSTGRADUATE COURSES 


Ophthalmology Long Courses leading 
Otolaryngology to specialization 


Tropical Medicine and 
Parasitology January 2 to May 25, 1946 


For detailed information write 
DIRECTOR 


Department of Graduate Medicine 
1430 Tulane Ave. New Orleans 13, La. 
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Dr. Edward F. Katzman, Louisville, aged 64, died recently of 
James Coleman Morehead, Flat Lick, aged 69, died Te- 
cently of coronary thrombosis. 
Joseph Atwood Van Arsdall, Nicholasville, aged 76, died 
Api 14 of carcinoma of the prostate with metastases. 
Dr. William Claybourne White, Louisville, aged 73, died April 
6 of coronary thrombosis. 


LOUISIANA 


Seventh District Medical Society has elected Dr. S. R. Henry, 
Crowley, President; Dr. J. J. Stagg, Jr., Eunice, Vice-President; 
and Dr. Fred C. Winn, Crowley, Treasurer. 

Dr. H. Randolph Unsworth, Clinical Assistant Professor of 
Neuropsychiatry, Louisiana State University School of Medicine, 

been appuinted Attending Specialist in Neuropsychiatry to the 
U. S. Marine Hospital, Carville. 

Louisiana Association cf Pathologists has elected Dr. Wm. H. 
Harris, President; Dr. C. H. Binford, Vice-President; Dr. Emma 
S. Moss, Secretary-Treasurer; and Dr. John R. Schenken, retiring 
President, member of the Executive Committee; all of New 
Orleans. 

DraTHS 


Dr. Henry Clarence Lochte, New Orleans, aged 53, died recently 
of hypertensive cardiovascular ¢!:ease. 

Dr. Hilliard E, Miller, New Orleans, aged 52, died April 20 
of coronary occlusion. 

Dr. James Thomas Nix, New Orleans, aged 58, died May 17. 

Dr. Joe M. Quinn, Bogalusa, eged 78, died recently. 

Dr. Richard Oliver Simmons, Alexandria, aged 76, died April 
10 of heart disease. 

Dr. Speare Owen Turner, Jackson, aged 60, died April 13 of 
arteriosclerotic heart disease. 


MARYLAND 


Howard County Medical Society has held over the following 
officers: Dr. B. Bruce Brumbaugh, Elkridge, President; Dr. Louis 


Continued on page 54 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


ADVANCED OTOLOGY 


A special course in advanced otology including 
cadaver operative instruction, the recently advo- 
cated surgery for petrositis,, meningitis, surgery 
for improvement of defective hearing ( lerosis) , 
attendance at clinics and lectures, examination of 
patients preoperatively, wi 1g operations, fol- 
low-up postoperatively in the wards. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 


FOR THE 
General Practitioner 


Intensive full time instruction in those sub- 
jects which are of particular interest to the 
physician in general practice. The course 
covers all branches of Medicine and Surgery. 
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Almost an “occupational disease” of 
the skytrooper is the fractured leg— 
often a case with difficult complica- 
tions... but efficient aid is seldom 
far away. 


Radiographs are frequently used to 
visualize such casualties soon after 
they occur—to determine the exact 
extent of injury -and assist the sur- 
geon in rapid, accurate treatment. 


end result... restoration 


Radiography is contributing sub- 
stantially to the well-nigh miraculous 
record of our surgeons, both in the 
saving of life and the restoration of 
function. 


Kodak’s part is to assist in this re- 
habilitation by providing the Blue 
Brand X-ray Films on which most 
war radiographs are made. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N.Y. 
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paratrooper fractures leg 


1895-1945... 50th Anniversary of Roentgen’s discovery of the x-ray 


RADIOGRAPHY 
“blueprint” to surgical procedure 
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for those 


Washington University 
School of Medicine 


Announces the following course 
in 


OTOLARYNGOLOGY 


An eight months’ course in Otolaryngology 
beginning the study of diseases of 
the ear, nose and throat. 


Only graduates of medical schools who have 
completed a year of intern service will be 
itted to the course. 


The course begins September 17, 1945. Fee 


for the course is $600.00. 


For further information apply to 
THE REGISTRAR 


WASHINGTON UNIVERSITY 
SCHOOL OF MEDICINE 


St. Louis, Missouri 


July 1945 
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Brown, D.D.S., Vice-President; znd Dr. Sidmund Goldberg, 
Ellicott City, Secretary-Treasurer. 

Kent County Medical Society has elected Dr. A. F. Whitsitt, 
Chestertown, President; Dr. James E. man, Betterton, Vice- 
President; and Dr. A. C. Dick, Chestertown, Secretary-Treasurer, 

Montgomery County Medical Society has held over the follow- 
ing officers: Dr. Naomi T. Lucius, Silver Spring, President; 
Dr. J. N. Kimble, Takoma Park, Vice-President; Dr. J. W. Bird, 
Sandy Spring, Secretary; and Dr. J. Marion Bankhead, Silver 
Spring, Treasurer. 

Prince George’s County Medical Society has elected Dr. Charles 
C. Hageage, Mt. Rainier, President; Dr. John T. Maloney, Hyatts- 
ville, Vice-President; and Dr. William Brainin, Capitol Heights, 
Secretary-Treasurer. 

Queen Anne’s County Medical Society has elected Dr. Samuel 
J. Price, Queenstown, President; Dr. W. H. Fisher, Centreville, 
Vice-President; and Dr. C. Rodney Layton, Centreville, Secretary. 
Treasurer. 

St. Mary’s County Medical Society has held over the followi 
officers: Dr. Francis E. Greenwell, Leonardtown, President; 

Dr. P. J. Bean, Great Mills, Secretary-Treasurer. 

Somerset County Medical Society has held over Dr. William 
H. Coulbourn, Crisfield, President; Dr. R. R. Norris, Crisfield, 
Vice-President; and Dr. Henry M. Lankford, Princess Anne, 
Secretary-Treasurer. 

Talbot County Medical Society has elected Dr. William D. 
Noble, Easton, President; Dr. James H. Hope, St. Michael’s, 
First Vice-President; Dr. William T. Hammond, Easton, 
Vice-President; and Dr. Joseph A. Ross, Trappe, Secretary- 
Treasurer. 

Washington County Medical Society has elected Dr. Ernest F. 
Poole, President; Dr. Bender B. Kneisley, Vice-President; and 
Dr. Jack H. Beachley, Secretary-Treasurer, all of Hagerstown. 

Wicomico County Medical Society has elected Dr. Philip A. 
Insley, Salisbury, President; Dr. William Emrich, Hebron, Vice- 
President; and Dr. Lee A. Rademaker, Salisbury, Secretary- 
Treasurer. 

Worcester County Medical Society has elected Dr. N. E. 
Sartorius, President; Dr. Helen E, Llewelyn, Vice-President; and 
Dr. Louis G. Llewellyn, Secretary-Treasurer, all of Pocomoke City. 
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An Unusually Useful Book! 
Here is an entirely new and original book 


for reeducating abnormal drinkers to absti- 
nence. It is written in a pleasantly informal 
style, and carries an individual message for 
everyone who needs help. If that means you, 
some member of your family or a friend, be 
sure to take advantage of the sound advice 
offered in Dr. Seliger’s tremendously help- 
ful book. 


BOUND EDITION $2.00 
Available at Your Bookstore 


Dealers’ Agent 
REMINGTON- ‘AM CO., 
Baltimore 1, 


Alcoholism Publications, 

2030 Park Ave., Baltimore 17, Md. 

Please send__________.copies Alcoholics Are Sick People. 
O) Check (J) Money Order Enclosed 

Name 


Address 
é 
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Notwithstanding wartime handicaps, G.E.’s Periodic 
Inspection and Adjustment Service continues its 
role of expert electrical and mechanical mainten- 
ance of x-ray and electomedical equipment. 


Fifteen years ago, we announced to all users and 
prospective users of G-E x-zay and electro- 
medical apparatus that henceforth there would 
always be conveniently available to them a corps 
of factory-trained experts on whom they could 
rely to keep their equipment at its highest 
operating efficiency. 

Today, throughout the United States and Canada, 
this Periodic Inspection and Adjustment Service is 
acknowledged to be a prime consideration in any 
evaluation of G-E equipment—a consensus which 
obviously is based on gratifying experiences. 
Thus P. I. and A. has stood the test of time—yes, 


even through these war years, when pre-war promises 
have at times seemed impossible of fulfillment. 


The long established high standard of efficiency 


of P. I. and A. service is still adhered to, and 


while the cost of providing it has obviously 
increased, those who contract for it are enjoying 
the same rates as prevailed before the war. 


It is facilities such as this, readily available 
through our nationwide field organization, which 
justify and enhance every investment in G-E 
equipment. 


For helpful information and suggestions, you 
can rely on your nearby G-E representative, 
Write today for his address. 


| OUR FIFTIETH YEAR OF SERVICE | wast 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO (12), A. 
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Efficient 


Under Adverse Conditions 


In clinical practice it is essential 
that an antiseptic retain its effi- 
ciency even in the presence of 
blood, serum, exudates and other 
interfering agents. 


In vitro tests comparing the bac- 
tericidal efficiency of Iodine and 
organic mercurial antiseptics re- 
cently were conducted, using thio- 
glycollate medium which inacti- 
vates or neutralizes the antiseptic 
action of many substances and 
preparations.* 


Markedly greater bactericidal effi- 
ciency of the U.S.P. Iodine Solu- 
tions was demonstrated under 
these conditions. 

*“Bactericidal Efficiency of Iodine So- 
lutions and Organic Mercurial Anti- 


septics’”, Amer. Jour. Pharm., 117:5 
(Jan.) 1945. 


Iodine Educational Bureau, Inc. 


* 


120 Broadway, New York 5, N. Y. 


* 
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DEATHS 


Dr. Ralph Childs Bowen, Cumberland, aged 60, died recently 
of hypertension and chronic myocarditis. 

Dr. Moses Randolph Kahn, Baltimore ed 57, died recently. 

Dr. William P. E. Wyse, Pikesville, ae 78, died recently of 
injuries received in an automobile accident. 


MISSISSIPPI 


At a meeting of the Council of the Mississippi State Medical 
Association held recently in Jackson, it was approved to hold 
over for 1945 the same officers elected for 1944. 

Dr. George E. Felknor Jr., Meridian, and Miss Marion C. Starts, 
New Orleans, Louisiana, were married recently. 


DEATHS 


Dr. William Harvey Cooper, Catchings, aged 67, died May 13. 

Dr. Marvin A. Cowden, Shannon, aged 65, died recently of 
coronary thrombosis. 

Dr. Theodore Wilbert Kemmerer, Jackson, aged 67, died re- 
cently of edema of the lungs and auricular fibrillation. 

Dr. Hugh Robert Miller, Lamont, aged 73, died recently follow- 
ing an operation for acute pancreatitis and gallbladder infection, 


MISSOURI 


Dr. Evarts Graham, St. Louis, is one of a committee repre- 
senting the Committee on Postwar Medical Service, who called 
on the President of the United States to urge deferment of 
premedical and medical students. 

Dr. Joseph D. Belleville and Miss Marilyn Scott, both of St, 
Louis, were married recently. 


DEATHS 


Dr. Frederick O. Blattner, St. Louis, aged 71, died recently of 
heart disease. 

Dr. William Henry Foster, St. Louis, aged 75, died recently 
of congestive heart disease’ and myocarditis. 

Dr. Frank McClung Postlethwaite, Kansas City, aged 61, 
died recently of coronary thrombosis. 

Dr. Ernest Franklin Robinson, Kansas City, aged 73, died 
recently of coronary thrombosis. 

Dr. Daniel Ralph Russell, Kansas City, aged 64, died recently. 


NORTH CAROLINA 


Dr. J. V. Sykes, Rocky Mount, has reopened offices for the 
general practice of medicine and surgery, having recently received 
an honorable discharge from the army 

Dr. Gladys Osborn, Captain, Medical Corps, Waynesville, has 
been assigned to the Surgeon General’s office. 

Dr. William Revere Wellborn, Jr., Elkin, and Miss Lola Mar- 
garet Holcomb, Jonesville, were married recently. 

Dr. Francis A. Marzoni, Durham, and Miss Florence Dick, 
Paris, Kentucky, were married April 6. 

Dr. Leo M. Bashinsky, Durham, and Miss Betty Louise Riddle, 
were married April 1. 


DEATHS 


Dr. Vergil Rex Sink, Winston-Salem, aged 45, died recently 
of coronary thrombosis. 
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Classified Advertisements 


EDITING—Preparation of papers and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. 
inquiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles 
Avenue, New Orleans 15, Louisiana. 


WANTED—Psychiatrist, diplomate of A.B.P.N. for Director, 
Division of Mental Health. State Department of Public Welfare, 
New State Office Building, Atlanta, Georgia. 


FOR SALE—Physician’s instruments, microscope, treatment lamp, 
sterilizer and table, "Thomas splint, and various drugs. Write Miss 
Mary Jo McLaurine, Lincoln, Alabama. 
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SPEEDS THE. OPERATION... 


The degree of pre-design study devoted to x-ray facilities is further 
emphasized by the freedom and ease with which lateral fluoroscopy of 
the femur and tibia is accomplished. . 


In such procedure, the foot section of the Table may be readily de- 
tached for reception of the operator between the patient's lower extrem- 
ities. Lateral tilt of the Table with positioned x-ray head in corresponding 
lateral tilt, facilitates unobstructed fluoroscopic obrorvations and more 
accurate end results. 


AMERICAN 


ALBEE-COMPER FRACTURE TABLE 


is unparalleled for true accessibility in fluoroscopic examinations and 

in the obtaining of permanent x-ray records of greater interpretive 
accuracy. 

Structural advantages in both open and closed reduction and in ortho- 
pedic operations, include surgical operating and traction facilities as .. . 
well. In all cases, this greater maneuverability and accessibility are. -,, 
time-conserving factors of importance. 


AMERICAN STERILIZER COMPANY . 
Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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OKLAHOMA 


At a meeting of the House of Delegates of the Oklahoma oe 
* Medical Association held at Oklahoma City April 22, Dr. V. C. 
Tisdal, Elk City, was installed President; and other officers 
elected were Dr. L. C. Kuyrkendall, McAlester, President-Elect; 
Dr. Ralph McGill, Tulsa, Vice-President; and Dr. Lewis J. 
Moorman, Secretary-Treasurer, re-elected. 
Dr. Henry H. Turner, Oklahoma City, is devoting his entire 
time to private practice. He has disposed of his interests in 
the Douglas Aircraft Workers’ Clinic in Oklahoma City. 


DEATHS 
Dr. Leigh Daniel Gillespie, Ardmore, aged 75, died recently. 


SOUTH CAROLINA 


Dr. W. L. Pressly, Due West, has been appointed a member of 
the Council of the Southern Medical Association from South 
Carolina for a regular Council term of five years, beginning at 

; the close of the annual meeting in November, the appointment 
ap having been announced recently by the President-Elect, Dr. M. Y. 
Pi Dabney, Birmingham, Alabama. Dr. Pressly succeeds Dr. J. 
: Warren White, Greenville, whose term will expire at the close of 
.) the annual meeting in November and who, having served the 
constitutional limit, is not eligible for reappointment. 

South Carolina Medical Association at an executive meeting of 
the Council held in Columbia, April 17, installed Dr. Wil 
Thomas Brockman, Greenville, President. 
cs Dr. Franklin L. Geiger, Columbia, Assistant Director of Rural 
ae Sanitation, State Board of Health, has been appointed Medical 
Ei Director of a tuberculosis survey ‘which is being carried on in 
South Carolina. 

Dr. Kenneth M. Lynch, Charleston, Dean, Medical College of 
the State of South Carolina, recently had conferred upon him by 
the College of Charleston the honorary degree of Doctor of Laws 
at the 160th annual commencement program. 


DEATHS 
oo Dr. C. H. Burton, Iva, aged 68, died recently. 
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Dr. William Herbert Carrigan, Summerton, aged 59, died re- 
cently of coronary occlusion. 

Dr. Bascomb Lanier Chipman, Greenwood, aged 63, died May 
13 of heart attack, 


TENNESSEE 


Dr. Ernest W. Goodpasture, Professor of Pathology, Vander- 
bilt University School of Medicine, Nashville, since 1924 and 
for several years Associate Dean of the ool, been 
— Dean, succeeding Dr. W. S. Leathers, who retired 
une 

Dr. W. D. Burkhalter, Memphis, has igned as tant 
Health Officer, Memphis Shelby County Health ony and 
will enter private practice. 

Dr. John H. Morris, Pulaski, has been elected Health Officer 
of Giles County to fill the unexpired term of the late Dr. James 
K. P. Blackburn. 

Dr. Hal E. Bennett, Troy, and Miss Joan Ottilee Tabor, Bel- 
videre, Illinois, were married recently. 

Dr. David Richard Pickens, Jr., Nashville, - Miss Harriet 
Palmer, Montclair, New Jersey, were married May 12. 


DEATHS 


Dr. William Hunter Arnold, Thompsons Station, aged 89, 
died recently. 

Dr. George Dorsey Boone, Erin, aged 73, died recently of 
cerebral hemorrhage. 

Dr. Augustus A. Bradley, Cookeville, aged 78, died recently. 

Dr. Samuel Log Clark, Knoxville, aged 62, died recently of 


occlusi 
Dr. Robert pe Henderson, Memphis, aged 69, died 
recently. 
Dr. William Litterer, Nashville, aged 67, died May 1. 
Dr. Lewis A. Ledford, Chattanooga, aged 68, died recently. 
Dr. Risdon Dent Moore, Springfield, aged 87 died recently. 


Dr. Henry Petway Spencer, White Bluff, aged 67, died April 18. 
Dr. Charles Cleveland Stockard, Lawrenceburg, aged 60, died 
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Quick 


inject 


COUNCIL ACCEPTED 


Ampules | and 3 cc., 
tablets, solution, powder 


A 
Metrazol, brand of Pentamethylentetrazol, 
Trade Mark, reg. U. S. Pat. Off. 


BILHUBER-KNOLL 


Action! 


| in the Respiratory and Circulatory Emergencies 
i of Intravenous Barbiturate Anesthesia 


I to 3 cc. and repeat 


intravenously, intramuscularly, subcutaneously 


collapse following accidents or surgical trauma 
opiate and barbiturate depression - asphyxia 
- denarcotization after general anesthesia .- 


circulatory and respiratory support in the emer- 
gencies of pneumonia - - + 


ORANGE, NEW JERSEY 
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WH E N digestive symptoms and general malaise are ac- 
companied by marked downward displacement 


of the viscera, they are often relieved by ANATOMICAL SUPPORT. 


X-Ray of patient with visceroptosis. (Left) The lesser curvature of the st h is bel 
the crests of the ilia. (Right) X-Ray of same patient after application of Camp Support 
for visceroptosis indicating how the viscera is held in a more nearly normal position. 


Visceroptosis Support CAMP 


The roentgenologist may or may 
not find disturbed conditions in the 
duodenum. ..the displaced viscera 


being the only finding. 
For these patients, 
many physicians pre- 
scribe adequate rest, 
proper food at regular 
intervals, graduated 
exercises (especially 
for the patient with 
“visceroptotic habi- 
tus”), and a scientifi- 
cally designed anatom- 
ical support. Numer- 


Camp supports for viscerop- 
tosis are fitted and adjusted 
with the patient in the partial 
Trendelenburg position. Pads 
are frequently used under the 
direction of the physician. 


ous reports show that this treatment 
results in the gradual disappear- 
ance of the digestive symptoms 


with improvement in 
general health and 
weight gains for the 
thin patient. In time 
the support may be 
discarded. 

Camp Supports are 
also of assistance for 
postural defects that 
so frequently accom- 
pany the visceroptotic 
condition. 


S.H.CAMP & COMPANY ° Jackson, Mich. * World’s Largest Manufacturers of Scientific Supports 


Offices in NEW YORK 


CHICAGO * WINDSOR, ONTARIO 


* LONDON, ENGLAND 
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TEXAS 


Dr. Walter G. Stuck, San Antonio, has been appointed a mem- 
ber of the Council of the Southern Medical Association from 
Texas for a regular Council term of five years, beginning at 
close of the annual meeting in November, the appointment having 
been announced recently by the President-Elect, Dr. M. Y. Dabney, 
Birmingham, Alabama. Dr. Stuck succeeds Dr. Curtice Rosser, 
Dallas, whose term will expire at the close of the annual meet- 
ing in November and who, having served the constitutional limit, 
is not eligible for reappointment. 

Eleventh District Medical Society has elected Dr. C. B. Young, 
Tyler, President; Dr. N. D. Geddie, Athens, Vice-President; and 
Dr. J. M. Travis, Jacksonville, Secretary. 

The following physicians have been named on the Texas De- 
partment Medical Advisory Board of the American Legion: Dr. 
E. F. Yeager, Mineral Wells; Dr. V. L. Smith, Dallas; Dr. James 
Makin, Port Arthur; Dr. S. W. Bohls, Austin; and Dr. M. W. 
Sherwood, Temple. 

Dr. John N. Thomas, Mansfield, was recently guest of honor 
at a dinner celebrating his eighty-eighth birthday and fifty-sixth 
year of service in Mansfield and surrounding area. 

Dr. William W. Coulter, Acting Superintendent, Jefferson Davis 
Hospital, Houston, has been named Medical Director of the 
hospital. 

Dr. Grady Deaton, Houston, has been appointed full-time 
Director, Harris County Health Unit. 

Dr. C. G. Swift, Cameron, has been taking postgraduate work 
in New Orleans, Louisiana. 

Dr. Minnie L. Maffett, Dallas, has been given the designation 
of “America’s No. 1 Professional Woman.” She is also known 
as the “flying doctor’ for her interest in air travel. 

Dr. Hatch Winfield Cummings, Hearne, has retired after more 
than a half century of service to Hearne and surrounding territory. 

Dr. Preston Ershell Harrison, Dallas, has been elected to Sigma 
Xi, national honorary fraternity for the promotion of scientific 
research. 

Dr. Harry Eugene Ezell, Jr., Corsicana, and Miss Miriam 
Jordan Akin, Frarklin, Tennessee, were married recently. 

Dr. David McCullough, Kerrville, and Miss Mary Myers, 
Electra, were married recently. 
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DeEaTHS 


Dr. Stanley Curtis Clements, Houston, a 66, died recently 
of a chronic bronchial condition complicated by acute congestive 
heart failure. 

Dr. Henry Clay Eargle, Dublin, aged 62, died recently of 
cardiac decompensation and arteriosclerosis. 

Dr. William M. Gibson, Nashville, aged 75, died recently of 
arteriosclerosis. 

Dr. George Horace Gilbert, Austin, aged 65, died recently of 

Dr. Henry W. Grady, Shytles, Abilene, aged 53, died recently 
of coronary thrombosis. 

Dr. Robert McNair Purdie, Houston, aged 46, died April 9 of 
subarachnoid hemorrhage. 

Dr. John Bruce Ramsey, Forest, aged 78, died recently of 
meningitis, typhus and bronchitis. 

a Sam L. Segraves, Era, aged 91, died recently of general 
senility. 


VIRGINIA 


Dr. T. Dewey Davis, Richmond, has been appointed a member 
of the Council of the Southern Medical Association from Virginia 
for a regular Council term of five years, beginning at the close 
of the annual meeting in November, the appointment having been 
announced recently by the President-Elect, Dr. M. Y. Dabney, 
Birmingham, Alabama. Dr. Davis succeeds Dr. Thomas W, 
Murrell, Richmond, whose term will expire at the close of the 
annual meeting in November and who, having served the consti- 
tutional limit, is not eligible for reappointment. 

Alexandria Medical Society has elected Dr. L. Floyd Hobbs, 
President; Dr. C. E. Arnett, Vice-President; and Dr. James A. 
Gooch, Secretary-Treasurer, all of Alexandria. 

Roanoke Academy of Medicine, at its Meeting on 7, 
elected the following officers to take office in er Dr. 7: 
Hughes, President; - Charles Irvin and Dr. B. ard, 
Vice-Presidents; and Dr. G. S. Bourne, Secretary- PMs 

Virginia Society of Ophthalmology and Otolaryngology has 
elected Dr. Meade Edmunds, Petersburg, President; Dr. Thomas 
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LaMOTTE BLOOD CHEMISTRY SERVICE 


New LaMotte Phenolsulfonphthalein Outfit 
(ROULETTE TYPE) 

This new LaMotte outfit employs a new prin- 

loped in the LaMotte 


This service includes a series of 
similar outfits for conducting the 
following accurate tests: Blood 


the ph 


Research Laboratory to give greater accuracy in 
halein test. The procedure 
used -with this outfit has proved effective in re- 
moving the source of error attributed to the 
presence of turbidity and color in the urine 
specimen. Price, complete with daylight read- Aa, 3 
ing arrangement, plug-in attachment, and snap Acidity, Calcium - Phosphorus, 
switch—$50.00 F.O. B. Towson. 


Sugar, Blood Urea, Sulfathiazole, 
Sulfapyridine, Sulfanilamide, Sul- 
fadiazine and Sulfaguanidine in 
Blood and Urine. Icterus Index, 
Urine pH, Blood pH, Gastric 


Blood Bromides, Urinalysis. 


ac 


H. E. DUBIN LABORATORIES, 


Tablets * Ampuls * Powder * Suppositories 


Inc. 250 East 43rd Street, New York 17, N.Y. 


BRONCHIAL ASTHMA 
© PAROXYSMAL DYSPNEA 

© CHEYNE-STOKES RESPIRATION 
¢ MODIFYING ANGINAL ATTACKS 


— 

_ LaMotte Chemical Products Co., Dept. S, Towson 4, Baltimore, Md. | 
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HERNIA 


If Inoperable - Or When Operation 
Is To Be Delayed 


A SPENCER 


SPENCERS 
are also 

Individually 

Designed for... 
Fractured Vertebrae 

Protruding Disc 
Spondylolisthesis 
Spondylarthritis 

Sacroiliac or 


BOD 


Lumbosacral Sprain 
Kyphosis Lordosis 
Scoliosis 
Osteoporosis 
Visceroptosis or 
Nephroptosis 
with Symptoms 


The reason why Spencer Supports are nse 


so effective is this: Each Spencer Sup- “ 
port is individually designed at our New Obesity 
Haven Plant after a description of the Postural Syndrome 
patient’s body and posture has been And for Patients 
recorded—and 15 or more measure- Following .. . 
ments have been taken. This assures the Hysterectomy 
doctor that each patient will receive Nephropexy 
the proper design to aid his treat- Nephrectomy 
ment; that the support will improve Cholecystectomy 
body mechanics and will fit with the Colostomy 
precision and comfort necessary. Cesarean Section 
Spinal Surgery 


Will Give Safe, 
Comfortable Support 


Non-elastic. Will not yield under 
strain. No leather, metal or hard pads. 


Yet a Spencer costs little or no 
more than an ordinary support. 


At left: 

Spencer Abdominal Supporting Belts designed espe- 
cially for man and woman pictured. Non-elastic. 
Instantly adjusted. Can not yield or slip. The weight 
of support is placed on the pelvic girdle, not on 
spine at or above lumbar region. 


Designed for... 
Ptosed Breasts 
Mastitis Prenatal 
Nodules Nursing 
Prolapsed and 
Atrophic Breasts 
Stasis in 
Breast Tissues 


Following 
Breast Removal 


After Herniotomy 


As a protection for the weakened abdominal wall, especially 
when patient is forced to return to work sooner than the doc- 
tor desires, a Spencer is helpful. Each Spencer is so designed 
as to permit exercise of abdominal muscles while providing 
adequate back and abdominal support. 


MAY WE SEND YOU BOOKLET ? 
For further information, look in telephone book | SPENCER INCORPORATED 
under Spencer corsetiere or write direct to us. | 129 Derby Ave., New Haven 7, Conn. 
INDIVIDUALLY 


In Canada: Rock Island, Quebec. 
SPENCE DESIGNED 


| In England: Spencer (Banbury) Ltd., Banbury, Oxon. 
| Street 
Abdominal, Back and Breast Supports 


| Supports Aid The Doctor's Treatment.” 


Please send me booklet, “How Spencer 
| City and State 
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essels 


It is now possible for the physician in daily 
practice to bring to his patients relief from cold 
extremities, numbness, claudication, leg ulcers 
and other well-known symptoms of acute or 
chronic peripheral vascular occlusion with 


THE 


RC-2 
RHYTHMIC CONSTRICTOR 


It has been amply demonstrated that when sub- 
diastolic pressure is applied intermittently to the 
proximal portion of an extremity, there is a 
filling and stretching of the capillary bed. 


With the Rhythmic Constrictor this intermittent 
venous occlusion is produced automatically, at 
such pressures and time periods as designated 
by the prescribing physician. 


Full details on the Burdick 
RC-2 Rhythmic Constrictor 
will be sent on request. 


—BURDICH CORPORATION 


MILTON WISCONSIN 
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E. Hughes, Richmond, Vice-President; and Dr. Francis H, 
McGovern, Danville, Secretary-Treasurer. 

Virginia Society for Pathology and Laboratory Medicine has 
completed the formal organization of the Society and elected Dr, 
WwW Bray, Charlottesville, President; Dr. B. Beecroft, 
Newport News, Vice-President; and Dr. Thomas M. Peery, 
Alexandria, Secretary-Treasurer. 

Virginia Cancer Foundation has elected Dr. I. A. Bigger, Rich- 
mond, President, and Dr. George Cooper, University, Director. 
Dr. Edwin P. Lehman, University, was elected to fill the new 
office of Advisory Director. Serving on the Board of Trustees 
are: Dr. Arthur Gathright Jr., Richmond; Dr. Julian L. Rawls, 
Norfolk; Dr. R. Beachley, Arlington; Dr. James R. Cash 
Charlottesville; Dr. J. M. Emmett, Clifton Forge; Dr. R. W. 
Garnett, Danville; Riggin, Richmond; Dr. A. M. 
Showalter, Christiansburg; Dr. J. Shelton Horsley, Richmond; 
and Lehman. 

M. Richardson, Midlothian, has been reappointed a 
mesber of the Trustee Electoral Board, Chesterfield County, 
for a term of four years. 

Dr. Meade C. Edmunds, Petersburg, has been elected a Director 
of the local Lions Club for a term of two years. 

Dr. James O. Fitzgerald, Richmond, was recently elected 

President of the iketend ‘Chapter of the Alumni Society of 
Gilford College, Dr. Fitzgerald being a graduate of this College, 
class of 1905. 

Physicians who are members of a Committee of the Virginia 
Advisory Legislative Council, studying rural medical facilities 
with a view of ascertaining how medical facilities and “a 
available to the rural population can be improved, are Dr. J. M, 
Emmett, Clifton Forge; Dr. W. E. Garnett, Blacksburg; Dr. 
Henry - Mulholland, Charlottesville; Dr. I. C. Riggin, Rich- 
mond; Di Big = Sanger, Richmond; Dr. Philip Smith, Abingdon; 
and Dr. J. Sturgis, Nassawadox. 

Dr. H. Mauck, Richmond, has been Secretary- 
Treasurer of the Virginia Hospital Service Associatio 


DEATHS 


Dr. Harvey Green Johnston, Pearisburg, aged 66, died recently, 
Dr. Benjamin Ashby Pope, ‘aged ‘died April 18, 
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Yes, Docior 
the 


Although production is 
limited, please tell mothers 
or patients who need 
smooth diets to ask for 
the Foley Food Mill at 
department or hardware 
stores. If they cannot 
obtain it, then have them ye 
send $1.25 direct to 
us (giving your name) 
and we will send a 
Food Mill postpaid to 
each of your patients 
who needs one. 


Special price to 

Doctors for 
Display 

1 only 75¢ 

POSTPAID 


FOLEY MFG. CO, 


I enclose 75¢c for 1 Family Size Foley Food Mill. 


Ada 
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CHRONIC GASTRITIS 


This catarrhal inflammation of the gastric mucosa is associated 
with deranged digestion, increased mucous formation and changes 
in the gastric juice. A well-planned diet rich in vitamins is con- 
sidered to be an important therapeutic measure. In many cases 
dietary regulation is the most important therapy. In some cases 
foci of infection must be eliminated. 


Medication, however, is often of much value in conjunction 
with diet therapy, especially if deficiency states are suspected. 
In these cases gastric enzyme replacement therapy should be tried. 
Gastron may be given by mouth. This preparation presents al! 
elements of normal gastric juice, plus iron. 


" GASTRON is indicated as replacement therapy 
in atrophic gastritis and as adjunctive treatment 
in the anemias and in certain gastric deficiencies 


REC. PAT.OF 
of convalescence and old age. 


GASTRON is an extract of the organic 


and inorganic constituents of the entire GASTRON is available for prescription 
mucosa of the hog-stomach, including use in 6 and 32 oz. bottles obtainable 
the pylorus. The acidified and aromatized ex- at all drug stores. 
tract is incorporated in an aqueous-glycerin 
ized by assay. Gastron is more potent in peptic FAIRCHILD BROTHERS AND FOSTER 


activity than normal gastric juice. 70-76 Laight Street New York 13, N. Y. 


IMPROVE YOUR RESULTS 
IN CANCER OF THE CERVIX 


tania high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
_ tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
ing charges. Deliveries are made to your office or 
hospital for use at the hour you may specify. 


THE R (DIUM EMANATION CORPORATION 


GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK, N. Y. 


+5 
4 
or \\ 
ed 
of | 
ge, 
ies 
es 
M. 
Dr. 
a; 
y- 
y. 
8, 
{ 
d 
| 
\ 
\\ é A 
ey in | 


64 


TOWARD A 


MORE NOAMAL CHILDHOOD 
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Natural and healthy childhood exuberance may 
be limited by anal pathology not demonstrable 
by anal stricture but nevertheless incapacitating 
and conducive to lethargy, nervousness and 
insomnia. Muscle tone greater than normal, 
especially in association with an atonic colon, 
is often reduced by mechanical dilation with 
Young’s Dilators. 


More seriously, obstructions are sometimes elim- 
inated by repeated dilations, and normal anal 


function is resumed. 


Young’s Dilators in Children’s small and in- 
termediate sizes, sold on prescription only, are 
available in bakelite; boilable and easily in- 
serted by parent or nurse. Postoperative use of 
Young’s Dilators 
after pediatric 
anal surgery to 
relieve stenosis 
and atresia of the 
anus and rectum 
is also recom- 
mended by pedi- 
atricians and 
proctologists. 
Children’s set of 
4 sizes, $4.50. 
Adult set of 4 
sizes also avail- 
able, $3.75. Available at ethical drug stores or 
your surgical supply house. Literature on 
request. 


F. E. YOUNG & COMPANY 


450 EAST 75th STREET, CHICAGO 19, ILL. 
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Dr. David B. Stuart, Roanoke, Major, Medical Corps, U. §, 
Army, died in Belgium, April 14, following a coronary attack 
two days previously. 

Dr. George W. Young, Pennington Gap, aged 70, died recently 
of hypertensive heart disease. 


WEST VIRGINIA 


Dr. A. M. Price, Charleston, is now associated with Dr. W. §S., 
Shepherd after having served a residency at the Memphis Eye 
and Ear Hospital, Memphis, Tennessee. Dr. Price formerly was 
Health Officer of Kanawha County. 

Dr. Marie Thomas, formerly of Roanoke, has located at Hunt: 
ington for the practice of pediatrics. 

Dr. A. J. Viehman, Hopemont, recently on the staff of Dunham 
Hospital, Price Hill, Cincinnati, Ohio, has assumed new duties as 
resident in medicine at the C. & O. Hospital, Huntington. 

Dr. W. Byrd Hunter, Lieutenant Colonel, Medical Corps, re- 
cently stationed at Fitzsimmons General Hospital, Denver, Col- 
orado, has been given an honorable discharge and is now at his 
home in Huntington. 

Dr. Walter J. Riley, Weston, after a leave of absence of 
several months on account of illness, has returned to active duty 
as Health Officer, District No. 4 (Lewis, Calhoun, Gilmer and 
Upshur Counties). 

Dr. James A. Dolce, Fairmont, has resigned as Health Officer, 
Marion County. 

Dr. Claude A. Thomas has been transferred to Romney now in 
charge of District No. 5 (Hardy, Grant, Hampshire, Mineral 
and Morgan Counties). 

Dr. Benjamin Franklin Montague Jr., Charles, and Miss Mary 
Louise Aylor, Chatham, Virginia, were married recently. 

DEATHS 

Dr. Albert C. Earnest, Wheeling, aged 73, died April 29. 

eet Luster Clark McCutcheon, Green Bank, aged 61, died 
recently. 


Dr. James Lida Montgomery, Ellamore, aged 62, died April 7 
of arteriosclerosis. 


STERILE HIGH TITER 


croup sera 
For ACCURATE 


CLASSIFICATION 


Improper classification, due to 
weak reacting testing sera or 
failure to differentiate Al from 
A2 bloods may cause serious 
trouble—even fatalities. 

Our Grouping Sera are certified for HIGH 
TITER. Exclusively prepared under the per- 
sonal supervision of Dr. R. B. H. Gradwohl 
for safe, efficient, accurate laboratory techni- 
que. We invite your inquiries. 

Serum “A” (II, Moss), and Serum “B” (III 
Moss) represent carefully controlled experi- 
mental work to furnish the profession care- 
poy tested and titrated grouping sera. Clin- 
ically reliable .. . worthy of your confidence. 
Anti-Rh serum to test for Rh. Absorbed 
serum to differentiate between A: and Ao. 


Paternity work. 


Write for a sam co The 
of helpful hints on improved lab-]: 
oratory technique. 


LABORATORIES 
‘R. B. H. Gradwohl, M, D.,Director 
3514 Lucas Av. St. Louls, Mo. 


| 

| 

: 
— 
— 
3 
A 
4 4 nti-M and Anti-N sera for blood spots and 
/ 
— 


Vol. 38 No. 7 


Woven with Cotton 
and “VINYON E” 
for Greater Elasticity! 
“ALOE” 

Cotton Elastic Bandage 
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Provides even; uniform; steadily maintained pressure—remains elastic 


Aloe cotton elastic bandages are woven of long staple 
cotton and “Vinyon E”—a vinyl resin yarn—which 
has been found to produce a superior type of elastic 
bandage because of its natural elasticity. These im- 
proved elastic bandages will provide even, uniform, 
easily controlled and steadily maintained pressure in 
all conditions where an elastic bandage is indicated. 
High quality feather-edge prevents binding. Special 
weave permits free movement, ventilation anc circula- 
tion. Unlike most other elastic bandages, Aloe cotton 
elastic bandages with ““VINYON E” do not have to be 
washed daily in order to retain their elasticity. Wash- 


A. $. ALOE 


ing need only be done when bandage becomes soiled. 
Each size bandage listed below measures approximately 
5% yards when stretched and is furnished with two 
metal clips in cellophane wrapped and sealed package. 


Each 

PHS934—Aloe Cotton Elastic Bandage with 
“VINYON E,” 2-inch width. ............... $0.70 
PH5935—Same, 2)4-inch width............. 85 
PH5936—Same, 3-inch width............... 95 


COMPANY 


1831 Olive St. © St. Louis 3, Mo. 


OPHTHALMIC AND NASAL 


C0.” 


Ointments 


Manhattan Eye Salve (Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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13 DURING THE FIRST TWO YEARS LIVER, 
= 12} VEGETABLES, 
YEAST, 
| Z 10} 
PABLUM (OR PABENA) 
< : 
z welg 
4r ee we 4 
| = D.M, WITH YEAST. EXTRACT x ‘ 


AGE, Mos. | 
WEIGHT, Lbs. 7 9 10 12 4 15 1] 19 21 24 


MILK, Oz. 10 
D.M.B.’0z. 1 
PABLUM, Oz. 0 


IRON DURING THE FIRST TWO YEARS 


During fetal life iron accumulates (in the form of hemoglobin) in the infant's body, 
After birth the hemoglobin frequently drops to 50% by the third month, especially 
in prematures. Neither breast milk nor cow's milk supplies sufficient iron for the@ 
needs of the infant. This chart shows that when the carbohydrate is ‘‘D.M.B.” and 
the cereal is either Pablum or Pabena, a generous margin of safety over the requires 
) ments can be maintained, not only during the important first six months, but through= 
‘i out the first two years of life. 


More iron than the calculated requirement is needed because some iron is not uti- 
lized. In rapidly growing or poorly nourished infants, and in the presence of infection, 
the need for iron may be even greater than is indicated in this chart for normal infants. 


MEAD JOHNSON & COMPANY, Evansville 21,Ind., U.S.A. 
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“Ig THIS PRODUCT COUNCIL-ACCEPTED” 


This is the first question many physicians ask 


the detail man, when a new product is presented. 


MEAD PRODUCTS, 
COUNCIL-ON-PHARMACY 
ACCEPTED : 


Mead’s Oleum Percomorphum 
With Other Fish Liver Oils and 
Viosterol (liquid and capsules) ; 
Mead’s Cod Liver Oil Fortified 
With Percomorph Liver Oil; 
Mead’s Viosterol in Halibut 
Liver Oil (liquid and capsules); 
Mead’s Cod Liver Oil With Vios- 
terol; Mead’s Viosterol in Oil; 
Mead’s Standardized Cod Liver 
Oil; Mead’s Halibut Liver Oil; 
Mead’s Ascorbic Acid Tablets; 
Mead’s Thiamine Hydrochloride 
Tablets; Mead’s Niacin Tablets 
(formerly Nicotinic Acid Tablets); 
Mead’s Menadione in Oil; 
Mead’s Riboflavin Tablets. 


MEAD PRODUCTS, 
COUNCIL-ON-FOODS 
ACCEPTED : 


Dextri-Maltose Nos. 1, 2, & 3; 
Dextri-Maltose With Yeast Ex- 
tract and Iron; Pablum; Pabena; 
Mead’s Cereal; Mead’s Brewers 
Yeast (powder and tablets); 
Mead’s Powdered Protein Milk; 
Mead’s Powdered Lactic Acid 
Milk No. 2; Alacta; Casec; Sobee; 
Olac; Nutramigen. 


ALL MEAD PRODUCTS 
ARE COUNCIL-ACCEPTED 


If the detail man answers, “No,” the doctor saves time by 
saying, “Come around again when the Council accepts your 
product.” 


If the detail man answers, “Yes,” the doctor knows that the 
composition of the product has been carefully verified, and 
that members of the Council have scrutinized the label, 
weighed the evidence, checked the claims, and agreed that the 
product merits the confidence of the physician. The doctor 
can ask his own questions, and make his own decision about 
using the product, but not only has he saved himself a vast 
amount of time but he has derived the benefit of a fearless, 
expert, fact-finding body whose sole purpose 1s to protect him 
and his patient. 


No one physician, even if he were qualified, could afford 
to devote so much time and study to every new product. His 
Council renders this service for him, freely. Nowhere else in 
the world is there a group that performs the functions so ably 
served by the Council on Pharmacy and Chemistry and the 
Council on Foods. 


Mead Johnson & Company cooperates with both Councils, 
not because we have to but because we want to. Our detail 
men can always answer you, “Yes, this Mead Product 1s 
Council-Accepted.” 


MEAD JOHNSON & COMPANY 
EVANSVILLE, IND., U.S.A. 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching unauthorized persons 
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Certainly not if there is inadequate carbohydrate digestion—with 
distension, heartburn, intestinal fermentation and faulty nutrition. 


TAKA-COMBEX provides: 
Vitamin B complex and vitamin C—vitamins whose absorption 


may be impaired by digestive disturbances. 


Taka-Diastase—a potent starch digestant that promotes more 
satisfactory digestion and assimilation of carbohydrates. 


Prescribed for middle-aged and elderly patients, Taka-Combex 
Kapseals are helpful for the prevention or relief of vitamin B complex 
and vitamin C deficiencies, particularly when these patients need 
assistance in digesting starchy foods. 

Each Kapseal contains: Taka-Diast 2¥a grains ; Vitamin C, 30 mg. ; Vitamin B,, 3 mg.; 


Vitamin B» (G), 3 mg. ; Vitamin By, 0.5 mg. ; Pantothenic Acid (as the sodium salt), 3 mg.; 
Nicotinamide, 10 mg.; with other components of the Vitamin B Complex from liver. 


TAKA-COMBEX KAPSEALS 


BOTTLES OF 100 AND 1000 
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